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Introduction to the portfolio
‘...true psychotherapy only happens when the therapist and patient 
find the person behind each other’s defences.’
(Guntrip, 1961, in Clarkson, 1994, p.39).
I have chosen to begin the introduction to my portfolio with this quote, which 
reflects my personal stance. It refers to the ‘real relationship’ (Clarkson, 1994) and 
the self-reflection and personal development inherent in the ethos of counselling 
psychology. This portfolio is the end result and pinnacle of three years of training 
on the Practitioner doctorate course in psychotherapeutic and counselling 
psychology. It endeavours to give a coherent account of my personal and 
professional development as a counselling psychologist and integrative practitioner. 
The portfolio is divided into three sections: academic, therapeutic practice and 
research. The academic dossier contains four essays, each one applying to different 
theories or aspects of theory and modes of therapeutic practice. The therapeutic 
practice dossier includes descriptions of my clinical placements and the final 
clinical paper outlines how I have begun to integrate theory, practice and research. 
The research dossier contains one literature review and two empirical pieces of 
research, one qualitative study and one quantitative. The dossiers and their contents 
are introduced in greater detail below. Firstly, I would like to provide a brief 
background as to my reasons for training whilst highlighting my personal and 
professional journey toward my current position.
Reasons for training as a counselling psychologist.
With personal experiences of uprooting from my homeland, separation from my 
parents, adaptation and negotiation of a multicultural identity, I have always been 
very interested in how life experiences and social, cultural and contextual factors 
affects the human psyche and our way of relating to others. Especially, my passion
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lay in understanding relationships between people. Hence, psychology felt like the 
obvious choice when I applied to university. In retrospect, even though my original 
reasons for training still seem valid, I think that I was perhaps also driven by 
unconscious motives to understand my own development in greater depth than I 
initially admitted to myself.
My interest for counselling psychology began with a course on counselling 
psychology towards the end of my first degree. The humanistic values and belief in 
human potential (Strawbridge & Woolfe, 2003) is something rudimentary to 
counselling psychology, which appealed to me. Additionally, counselling 
psychology’s departure from the medical model and the critical stance toward the 
use of diagnosis, was one of the first things that attracted me to apply for further 
training. Furthermore, the encouragement and facilitation of growth and well being 
felt very congruent with my own personal beliefs.
Becoming what one is capable o f becoming’: Developing a counselling psychology 
identity.
At the core of the therapeutic endeavour is the therapeutic relationship, where the 
meeting of equals is emphasised (Strawbridge & Woolfe, 2003). This invokes the 
reduction of power imbalance between the therapist and client. ‘Being in relation’, 
in particular in the therapeutic relationship, has been the cornerstone both in my 
clinical work and research undertakings. The relationship and aspects of it are main 
themes that are revisited throughout the portfolio. The focus on the relationship 
paired with an emphasis on evidence based practice has completed my position 
within counselling psychology.
Counselling psychology also stresses the importance of personal development 
(British Psychological Society, 2001; Donati & Watts, 2000). This includes 
personal therapy, which allows the trainee counselling psychologist to learn through 
experience from a practitioner, where unresolved personal issues can be addressed
2
and contained, as well as concerns around training. This has been immensely 
important to my own progress, and through my own therapy where I initiated breaks 
and separations, I became aware of what underlied this tendency and the effect this 
could have on my clinical work. ‘To be that self which one truly is’ (Wright, 2000), 
here Wright describes therapy that psychotherapy is an enterprise and journey of 
growth and discovery for both client and therapist. This journey has been especially 
important as a trainee counselling psychologist, in that I have struggled to make 
meaning of my therapeutic encounters and simultaneously grappled with my newly 
found role as a therapist. Hence, my primary struggle has been in becoming an 
authentic practitioner, by incorporating the role of therapist into my own personal 
self. This is explored further in the final clinical paper.
My clinical work and research undertakings have been influenced by both personal 
and professional experiences. Hence, I am aware of the subjectivity of my position, 
which is largely shaped by being from two cultures (Poland and Sweden), both of 
which are different to the country where I have trained. Having worked with 
children and adolescents in various residential units, and specifically refugee 
children, prior to training, has also played a part in my professional development. I 
am also aware of that my experiences of having been a refugee at a young age 
coupled with the fact that I am a young, white female in today’s society, has given 
me a unique position. This has made it possible for me to gain opportunities and 
experiences, that I might not have had, had I been from a different ethnic 
background. Meanwhile, my refugee experiences have largely afforded me with an 
understanding of and sensitivity to uprooting, loss, and cultural and social issues.
Having clarified my reasons for training and my personal and professional stance, I 
will now introduce the three different dossiers in more detail below.
Academic dossier
The academic dossier contains four papers. The first paper addresses Kohut’s theory
3
of development of the self (Kohut, 1971) and his work with clients with narcissistic 
personality difficulties. This essay was written at a time when I was attempting to 
reconcile ideas from psychoanalytic theory with the humanistic approach, 
particularly in regards to clients with more complex difficulties. I found Kohut’s 
ideas provided a framework for that integration. The second paper is also within the 
realm of the psychodynamic approach focusing on the phenomenon of projective 
identification. Through the use of supervision and clinical experiences I was able to 
begin to explore and disentangle my experience of projective identification from the 
client’s material. This influenced me to write this particular essay. My fascination 
for the topic was further explored through my work with Mrs C., which is referred 
to in the essay. In addition, my experiences in personal therapy also shedded light 
on how unbearable feelings are transferred onto the therapist, who is made to 
experience them as their own.
My work with clients with interpersonal difficulties within the community mental 
health team was challenging. The model I was working from was cognitive 
behavioural, and hence limiting within the area of the interpersonal. In the third 
essay, I explored the therapeutic relationship in cognitive therapy, and how ruptures 
to the alliance can be attended to by employing the therapeutic belief system 
(TBS)(Rudd & Joiner, 1997) and the cognitive-interpersonal cycle (Safran, 1984; 
Safran & Segal, 1990).
In my strife toward becoming an integrative practitioner, the final essay considers 
the schema-focused approach as a framework for reconciling the cognitive 
behavioural and psychoanalytic object relational approach. Again, this framework is 
explored in regards to working with individuals with difficulties in the realm of the 
interpersonal.
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Therapeutic practice dossier
The therapeutic dossier contains descriptions of my three clinical placements and 
the final clinical paper, which attempts to ascertain my approach to integrating 
theory, research, therapeutic practice, personal therapy and supervision.
Research dossier
The research dossier consists of one literature review and two empirical pieces of 
research. My interest for exploring the area of child refugee experience and its 
consequences has been influenced by my own transition and past. Additionally, 
many people close to me have been refugees as children, and have encountered 
similar and different experiences in relation to their flight and adaptation. 
Furthermore, following my first degree I worked with refugee children for a year, 
and was confronted with social, cultural, political and psychological issues that 
concern refugee children and adolescents today. This paired with my personal 
experience and political stance led my desire to pursue this area of inquiry. The 
literature review considers the research concerned with refugee children, their 
experiences and mental health. It gives a chronological review of the research, but 
also identifies a gap, where refugee stories and narratives have been lost or never 
attended to.
Following the literature review, I felt that a different perspective needed to be 
explored, and who could better be asked about their experiences than refugee 
children and adolescents themselves. The first empirical piece of research is a 
qualitative study and investigates children’s views, stories and meaning making of 
their experiences, heard through their own voices. I have applied relationship and 
voice as a way of analysing their narratives and encouraging the breaking of silence 
(Aarts, 1998; Danieli, 1998). I was still intrigued how these children made such 
positive meaning of their experiences, and whilst considering my own development
5
as an adult with a refugee background, I wanted to explore the long-term effects of 
having been a refugee child. The second piece of research is a quantitative study, 
which has a long-term perspective in the sense that it uses retrospective data and 
current accounts of adults. Through a questionnaire survey, a group of adults who 
had been refugees as children were compared to a group of controls on a number of 
measures. Again, this study wanted to challenge the overwhelming paradigm of 
PTSD (Summerfield, 2000), and offer an alternative perspective.
Conclusion
This portfolio is a collection of academic, therapeutic practice and research ventures 
over three years of training. With this introduction I have attempted to give some 
background to the different pieces of work in each dossier. I hope the portfolio will 
give a comprehensive and transparent insight into the development of my 
counselling psychologist identity.
Names and any other identifying features relating to clients, placements and 
placement supervisors etc. in this portfolio have been changed or omitted, in order 
to ensure confidentiality.
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Introduction to the Academic Dossier
This dossier consists of a few selected essays from the three years on the PsychD 
course. The first essay explores the work of psychoanalyst Heinz Kohut and his 
ideas on the development of the self. The second essay addresses the phenomenon 
of projective identification, its use in therapy and its link to empathy. This concept 
is discussed in regards to various psychoanalytic theorists. The third essay is 
concerned with the therapeutic relationship in cognitive therapy, how its role has 
changed from peripheral to central and how ruptures can be addressed within the 
therapeutic relationship from a cognitive perspective. The fourth essay addresses 
the schema-focused approach as a framework for integration of two theoretical and 
therapeutic models: cognitive behavioural and psychoanalytical object relational, 
with a focus on working with clients with interpersonal difficulties.
9
Kohut’s theory of the self: Clinical practice implications and the use of 
mirroring and idealising transferences.
Introduction
‘Man is bom broken. He lives by mending. The grace of God is glue!’
This statement made by Eugene O'Neill (1888- 1953), illuminates Kohut’s non- 
judgemental and empathie attitude and view of the human self, and is a quote that 
he himself used (Kohut, 1977). Before considering how disturbances to a person’s 
sense of self emerge, an outline of Kohut’s conceptualisation of self seems 
appropriate. Kohut revolutionised the field of psychoanalysis by incorporating 
humanism. By focusing on the self as the central entity in human development, he 
adopted a phenomenological view of self-experience, which was unusual in 
psychoanalytic theorising. Kohut (1971, 1977) addressed the anxieties that focus 
on the threats to the self. In most personalities and clinical states the self is taken as 
given, however, in psychotic and narcissistic states the sense of self is disrupted. 
For people with a vulnerable or disturbed sense of self, the central concern is the 
self and how it is established and maintained (Mollon, 1993). This essay will 
attempt to investigate Kohut’s ideas on the disturbance of the self, as well as the 
usefulness of his approach to therapeutic practice, specifically focusing on 
mirroring and idealising transferences.
Kohut's theory o f the self
In Freudian terms the child grows from a state of narcissism to object-relatedness. 
Initially, Kohut attempted to build on object relations theory and ego psychology by 
conceptualising the self as arising from mental representations within the ego. 
However, later on he developed a theory of the self where the self had its own line 
of development. In fact, Kohut argued that there are two lines of development, 
where one was the process of maturation from narcissism to object relatedness,
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where the self was seen as ‘a content of a mental apparatus’. The other was the 
development of the self, described as a life long process. Through this assumption, 
Kohut challenged the common belief that a mature adult should manage everything 
on their own, without the need for others and where this need was perceived as a 
weakness. Kohut referred to this as the false ‘maturity morality’ of classical 
psychoanalysis and insisted on the lifelong need for others (Kahn, 1997). Kohut’s 
theory of the development of the self is one that defines the self as the central part 
of the personality, the ‘centre of initiative and a recipient of impressions’ and the 
part that remains ‘cohesive in space and enduring in time’ (Jacoby, 1985, p.63). 
Kohut’s ideas were very groundbreaking in terms of traditional psychoanalysis, as 
he added a totally new dimension to the development of the individual. His theory 
of the development of the self acknowledges the subjective experiences of the 
person, where making sense of and finding meaning in life events and transitions 
are key to a stable sense of self.
Kohut viewed the infant as incapable of experiencing itself subjectively as a 
cohesive unit. The infant, however, was from the start embedded in an environment 
where it was perceived as already owning a sense of self (Jacoby, 1985). Kohut 
argued that in the best scenario the primary caretaker anticipates the maturation of 
the infant’s self-awareness. The caretaker provides the infant with empathie 
attention and care, which offers it a mirror, where it can develop a recognition and 
experience of itself as an independent entity. Kohut named the caretaker, a self­
object. The term self-object is applied to people in the infant’s environment, due to 
the fact that they are experienced as a part of the self. The distinction between self 
and other is both cognitively and emotionally unperceivable to the infant. For a 
coherent self to mature and develop, Kohut proposed three essential needs that had 
to be met (Kahn, 1997). Firstly, Kohut stressed that a child’s grandiose- 
exhibitionistic pursuits need to be received by the mother with delight, acceptance 
and empathie mirroring. Kohut explained this phenomenon as ‘the gleam in the 
mother’s eye’, where subtle cues of pride, pleasure and joy are expressed by the 
mother at the child and its activities. The mother’s empathie mirroring of the child’s
magnificence are gradually internalised and builds the base for a healthy self­
esteem (Jacoby, 1985). A firm self-esteem is achieved when a child has been well 
mirrored and can draw upon and internalise these experiences when the 
mother/caretaker is unavailable. This internalisation was referred to by Kohut as a 
‘transmuting internalisation’, through which the individual gains the ability to act as 
his/her own mirror and develop a strong and cohesive self. In other words, Kohut 
claimed that self-love was a necessary condition for psychological well being 
(Bateman & Holmes, 1995).
Secondly, the idealised parental ego is described as the psyche, which attributes 
perfection to ‘an archaic, rudimentary (transitional) self-object’ (Kohut, 1971, p. 
37). This is necessary for a healthy formation of the self (Siegel, 1996). 
Consequently, this means that the self needs more than to be appreciated and 
praised by the self-object, it also seeks a powerful and good figure to admire and 
idealise (Mollon, 1993). No parent, however, is omnipotent or perfect, and from 
time to time parents fail. These times are of crucial importance, as they give 
opportunity for the self to acquire some power and knowledge of its own. Through 
the continuous experience of at least one powerful and good parent, the infant is 
able to incorporate ideals and values into the self through the process of transmuting 
internalisation (Kahn, 1997). This structure-building process eventually withdraws 
idealisations from the child’s caretaker and develops psychic structures, which 
perform the psychological functions of the previously idealised object. Kohut 
referred to the child's disappointment and gradual realisation as the ‘optimal 
frustration’ (Siegel, 1996). Bateman & Holmes (1995) noted the difficulty of fitting 
the superego, as an organising element, into Kohut’s theory, as ideals and values are 
viewed as part of the self.
Kohut’s bipolar self, with one pole being the grandiose-exhibitionistic component 
and the other pole being the idealising component, was extended in his later years 
(Kohut, 1984) when he added an additional component, the twinship or the alter 
ego. Kahn (1997) describes this component as a need to feel that there are shared
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characteristics between the self and it's caretakers and a need to feel like others. 
This component contributes to a sense of belonging, and if this need is not met, the 
child is left feeling fundamentally different, strange and alien to others and 
convinced that they do not fit in. The alter ego is only mentioned briefly as the 
focus of this essay is on the two previous needs. Additionally, these were mostly 
elaborated on by Kohut.
Disturbances in the development o f the self
According to Kohut, when mirroring is unavailable, either through trauma or the 
unempathic personality of the caretaker, the narcissistic needs of the grandiose self 
are not met and the ‘transmuting internalisation’ can not occur. The grandiose self 
will therefore remain in its archaic form, either repressed or split off from the reality 
ego (Siegel, 1996). The narcissist will bury their true self-expression and replace it 
with a highly developed and compensatory false self. This self continuously craves 
for attention and admiration and attempts to reach perfection. Due to the 
malfunctioning of the self-object, the encounters with reality become traumatic. 
Furthermore, where there ought to have been a reconstruction of the primitive parts 
of the personality into more mature entities, there is a traumatic frustration over 
needs not met. This leaves the individual with feelings of insecurity and 
worthlessness, a lack of cohesion of self and a need to compensate for these 
deficiencies through the construction of a false self. In effect, the narcissist will 
mirror his/her environment by rejecting in himself/herself what was rejected by 
others, that is, their true self (Johnson, 1994). Grosch (2000) adopted Kohut’s ideas 
in conceptualising clergy burnout as partly due to personality characteristics, such 
as narcissism and perfectionism.
Similarly, if the idealised parental imago is not satisfied, the self can not internalise 
a structure for developing ideals and values. This occurs when the infant has had no 
self-object to idealise, or if the self has been unable to reclaim the idealisation 
through loss of a parent. Kohut argued that when the child does not acquire the
needed internal structure, he/she will be preoccupied with an archaic self-object, in 
what seems to be a desperate search for an object (Kohut, 1971). The psychological 
structures, such as soothing, tension regulating and adapting, are internalisations of 
the functions performed by the self-object. However, due to the disruption of their 
internalisation, the individual is left searching for these missing segments to mental 
structure, which should have been established during childhood (Siegel, 1996). 
Kohut divides the disturbances to the idealised parental ego into three different 
categories. The first category is concerned with trauma occurring during the early 
pre-oedipal period, which interferes with the development of the basic ability to 
maintain or re-establish narcissistic balance. Here, there is a lack of attunement to 
the child’s emotional needs. The second category entails what Kohut refers to as 
drive-controlling and drive-neutralising functions. These are disrupted if trauma 
occurs in the later pre-oedipal period, and results in an inability to soothe and settle 
oneself (Siegel, 1996). When trauma occurs in the oedipal and early latency period, 
when the super ego is not yet complete, he/she ‘will forever search for external 
idealizable objects from whom he needs to obtain the approval and leadership 
which his insufficiently idealized superego cannot provide’ (Kohut, 1971, p.49).
Kohut argued, however, that even if these disturbances to the development of the 
self occur, if at least one of the needs have been met, the individual will not develop 
a self-disorder. They will build compensatory structures for the needs that are 
unfulfilled. Kohut was convinced that most people had compensatory structures 
(Kahn, 1997). These compensatory structures are not merely covering the defect of 
the self; they are in fact compensating for this defect through strengthening the 
existing intact structures.
Mirroring and idealising tranferences
Kohut claimed that the disturbance to an individual’s sense of self is not reliably 
identifiable in terms of the manifest character traits, but rather in terms of the 
client’s developing transference in the therapeutic situation. This transference can
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be distinguished from the ordinary transference ‘neurosis’, because it involves a 
need for the revival of archaic objects, rather than the re-enactment of oedipal 
conflicts (Cooper & Maxwell, 1995). The need for self-objects give rise to self­
object transferences (Mollon, 1993). The child, who has not developed the 
necessary psychological structures, will be left dependent upon transference 
relationships with self-objects to fill out the missing structures. In the narcissistic 
transference, in the analytic situation, the therapist is required to act as a self-object 
to the client. In other words, the therapist needs to function as an extension of the 
person’s self, where the coherence and well being of the self is dependent upon the 
responsiveness of the therapist. The role of a self-object, which the therapist adopts, 
is one that should have been performed by the client’s parents (Mollon, 1993).
Kohut outlined two broad transference configurations that occurred within the 
therapeutic encounter. A second diagnostic criteria to the narcissistic disturbance 
described by Kohut, was the client’s reaction to narcissistic injury, especially in the 
context of therapy, however, further investigation of this concept is beyond the 
scope of this essay.
In the mirror transference the grandiose self is revived and re-experienced. In the 
archaic form of mirror transference, when trauma occurs early in a child’s life, the 
grandiose self aims to include the therapist, who exists only as a reflection of the 
child’s grandiosity and exhibitionism. The client expresses the same needs of total 
control and dominance over the therapist, as a child would over its parents. The 
therapist might experience this transference as overbearing and often challenges it’s 
absolutism in this situation (Siegel, 1996). The intermediate form of mirror 
transference, which Kohut (1984) later described as a separate type of transference, 
is where the client assumes that the therapist is just like him/her. This is the 
twinship or alter-ego transference. The least archaic form of mirror transference is 
referred to as ‘mirror transference in the narrower sense’ (Chessick, 1985). In this 
transference the therapist is experienced as a separate person, although only 
important for the reflection of the client’s grandiosity.
On a cognitive level the client perceives the therapist as a separate person, however 
emotionally the therapist is experienced as part of the client’s inner world. The 
client might have a high expectancy of the therapist, where the therapist is required 
to be accurately empathie and respond to every utterance the client makes with 
understanding and even admiration. Additionally, the client expects the therapist to 
be there for him/her and no one else. Kohut stresses the empathie response without 
adopting a moralising stance in dealing with mirror transferences (Jacoby, 1985). 
One example comes from my own therapeutic practice training, where a client, Mr 
M kept a monologue in our sessions, demanding total responsiveness and empathy 
from me, and seemed angry and frustrated at the end of each session. In this 
situation, I found myself feeling pressured to always be attuned and also frustrated 
and useless, as Mr M seemed to show little interest in my therapeutic input and 
tended to interrupt my attempts at any intervention. I soon realised that this was the 
expression of the client’s own feelings of inadequacy and frustration about never 
getting his needs met, and demanded me to be an all-empathic extension of him. It 
seemed he was dependent upon my responsiveness. When I once arrived five 
minutes late for one of our sessions, Mr M looked furious and expressed his 
frustration that I had not been there waiting for him. It seemed that this rupture had 
created a strong emotional reaction. By responding with empathy to his experience 
and interpreting his response and the mirror transference, it seemed Mr M felt 
understood. Only then could we start ‘working through’ what was being enacted in 
the relationship.
Kohut outlines some major warnings for therapists in working through mirror 
transferences. Therapists are inclined to moralise about the client's narcissism and 
theorise rather than interpret and explain in direct reference to the client's material. 
The therapist must also be aware of the effects of the transference upon themselves. 
The mirror transference might lead to boredom or even intolerance with the 
situation as the therapist is used only to mirror the client’s narcissism (Chessick, 
1985). Furthermore, the therapist might feel the urge to set boundaries to the
endless demands of the client. It needs to be remembered that the formation of a 
mirror transference facilitates the expression and experience of demands and 
vulnerabilities connected to early injuries. Kohut (1978) also acknowledges the slip 
of complying with the childhood wish, which can be done temporarily and although 
it does not add to the healing process, it is unavoidable in the working through of 
the mirror transference (Jacoby, 1985).
The second transference, the idealised transference was described by Kohut as ‘the 
revival of the early state in which the psyche saves a part of the lost experience of 
global narcissistic perfection by assigning it to an archaic (transitional) object, the 
idealized parent imago’ (Kohut, 1971, p.479.) The client ascribes power and 
strength to the therapist and through this attempts to strengthen his or her own self­
esteem. The self-object, however, is not loved and idealised for it’s own capacities, 
it is only required for the reconstruction of the structural defect remaining from 
childhood. Kohut emphasised that the idealising transference must have the 
opportunity to evolve in the therapeutic situation without any disruption. When the 
transference has been established, the client feels powerful, good and capable. Due 
to ruptures in therapy, such as meetings, cancellations or vacations on part of the 
therapist, the client might experience feelings of worthlessness, powerlessness and 
emptiness (Chessick, 1985).
Kohut viewed empathy as the key to healing the self. He stressed the importance of 
correct empathy for the client’s emotions, explanation and interpretation of the 
situation. Analogous to the situation of transmuting internalisation in childhood, the 
ego gradually learns to withstand the therapist’s absences and occasional failures to 
empathise. The ‘working through’ process is assisted by the detailed examination of 
the therapeutic relationship, when there are disruptions to the therapeutic alliance 
(Siegel, 1996). Kohut also warned for countertransference reactions to the idealising 
transference. The therapist might feel an intense stimulation to his/hers unconscious 
grandiose fantasies and the idealisation might evoke shame, embarrassment and 
self-consciousness in the therapist, who may respond defensively towards the client.
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By responding defensively the therapist might disrupt the unfolding analytic 
process.
London (1983) has addressed the issue of confrontation in therapy with narcissistic 
clients. In this situation, as stated above, the therapist is assumed to act as an 
extension of the client. However what happens when the confronting therapist is 
viewed as an independent source of initiative? London raises the question if the 
self-object that promotes a cohesive sense of self must necessarily be experienced 
as part of the self. With this question unanswered, the crucial component seems to 
be that the self-object serves the functions necessary for a cohesive self.
Siegel (1996) highlights one countertransference response, which is not considered 
by Kohut. This refers to the therapist’s own issues with the unaccommodated need 
for mirroring, and how the therapist can become addicted to the self-enhancing 
effect of the idealisation. If this is left unrecognised by the therapist, it can pose 
difficult problems in therapy. Jacoby (1985) stresses the importance of the 
therapist’s self-awareness and insight concerning his/her own issues. The therapist 
needs to have experienced a certain degree of psychic pain in order to use empathy 
in a congruent way. The therapist might experience pleasure from the client’s 
idealisation of him/her, however, there needs to be an awareness of not using the 
client for personal gratification. If the therapist’s personal urges start to emerge 
unconsciously, his/her ability to empathise will be impaired. The overlooked issue 
of the therapists’ own subjectivity has also been highlighted by Goldberg (2000). 
Goldberg illustrates the tension between Kohut’s emphasis on client subjectivity 
and the post-Kohutian intersubjectivist concern with the therapist’s own subjective 
reality. Goldberg considers affect to be the common denominator in the analyst’s 
empathy, subjectivity and authenticity.
Kohut’s emphasis on empathie responding to narcissistic transference has been 
frequently criticised by traditional psychoanalysts, who claim there is a danger in 
gratifying the unconscious wish. Siegel (1996) argues that this criticism is based
upon a misunderstanding of Kohut’s technical recommendations. He claims that 
Kohut recommended the same approach for both narcissistic disorders and 
transference neurosis. Furthermore, Kohut’s inclusion of the narcissistic 
transferences broadened the understanding of disturbances of the self and what 
might be going on in the dynamics of the therapeutic relationship. By confiding the 
explanation of the emerging transference to unresolved oedipal conflicts, the access 
to the inner world of some clients might be lost. Mollon (1993) stated that the 
mirror and idealisation transferences give another diagnostic criteria to the 
narcissistic disturbance, rather than diagnosing by solely relying on the manifested 
character traits. One problematic issue concerning the differentiation of the two 
types of transference has been proposed by Jacoby (1985). He puts forward the 
example of the client who expects confirmation for everything he/she does and 
thinks. There is a constant demand for the therapist to act as a mirror, through 
which the client feels real and able to live. The therapist needs to legitimise the 
client’s actions and ideas, in order to confirm that that he/she is right, acceptable 
and good. In this instance, the question of whether there is an idealising element to 
the mirror transference arises. The perceived infallible characteristics of the 
therapist make him not only a mirror, but also an idealised self-object. Similarly, in 
the idealisation transference the therapist is ascribed divin e _ q u a lit ie s^ e t—this^  
idealisation may also be understood as a mirror transference, where the therapist 
reflects the client’s existence and right to live. Jacoby referred to this as the 
idealisation of the therapist’s mirroring function.
Conclusion
Kohut’s ideas have revolutionised psychoanalytic theorising, and today his ideas are 
well established and recognised. The two questions that Kohut seems to have 
struggled with were: what is it that his clients had not received from their parents? 
And secondly, what could a therapist do about it? (Kahn, 1997). Through solely 
conceptualising the self as part of a mental apparatus, rather than an independent 
entity, the understanding of disturbances in a person’s sense of self where limited
and adhered to explanations in terms of oedipal complexes. Kohut broadened the 
perspective of the self and the disturbances that might occur through development. 
In Kohut’s work there is an emphasis on the therapeutic relationship and the 
transference is seen as central. Not only did Kohut propose a new theory of therapy; 
he identified two forms of transference not previously recognised. By the 
integration of psychoanalysis and humanism he emphasised that communicating 
through empathy to the client is the most important tool in therapy. In conclusion, 
although Kohut’s theory is not infallible, it has had a great impact upon the realm of 
psychoanalytic thinking and enriched the understanding and treatment of 
disturbances to a person’s sense of self.
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Projective identification: An interactional process and a therapeutic tool for 
understanding and empathy.
Introduction
‘Such as everyone is inwardly, so he judgeth outwardly’
(Thomas à Kempis 1441/1864, p. 88)
This quote describes the concept of projection, which is linked to and part of the 
complex phenomenon of projective identification. This is one aspect of the 
therapeutic relationship that has both fascinated and perplexed many, including 
myself, as it emerges in the therapeutic context, as well as in diverse social 
contexts. The concept of projective identification was first introduced by Melanie 
Klein in 1946 after a rather confusing history of theories referring to various forms 
of internalisation and externalisation (Sandler, 1987).
This essay aims to explore the birth and development of this concept, as an 
intrapsychic mechanism and defence and as a dynamic and interpersonal process. I 
attempt to discuss the ideas of Klein, Bion and various other theorists who have 
developed and broadened the concept. Empathy will also be discussed in a few 
sections in relation to projective identification. Additionally, the therapeutic use of 
projective identification as a powerful process in countertransference is explored, as 
well as the complicated task of disentangling transference and countertransference 
in relation to projective identification.
The origins o f projective identification
Klein (1946) described projective identification as something that evolved from the 
original projection of the death instinct. In its original form, projective identification 
is conceptualised as a defensive, intrapsychic mental process, involving the self and
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a perception of the other. This implies that no participation on behalf of the other is 
needed in order for it to occur. Projective identification is a fantasy where parts of 
the self and internal objects are split off and projected onto the external object, 
which then becomes possessed by, controlled and identified with the projected parts 
(Segal, 1973). Whereas projection can be thought of as perceiving someone else as 
having one’s own characteristics, projective identification involves getting rid of 
something unwanted belonging to the self onto someone else. The latter involves 
evoking in someone else parts of oneself that one cannot bear or contain. Klein 
referred to projection as the mental mechanism underlying the process, and 
projective identification as the fantasy expressing it (Bateman & Holmes, 1995).
According to Klein, projective identification involves a deep split, where the parts 
of the self that are projected into another are very deeply denied in the self. 
Projective identification is used in the paranoid-schizoid position. Klein initially 
described projective identification as an attack on the mother. In the child’s fantasy, 
hated parts of the self are forced into the mother, who is then identified with these 
parts and hated violently (Segal, 1992). Klein described this process as projective 
identification where: ‘Together with these harmful excrements, expelled in hatred, 
split-off parts of the ego are also projected onto, or as I would call it, into the 
mother. These excrements and bad parts of the self are meant not only to injure, but 
also to control and take possession of the object. In so far as the mother comes to 
contain the bad parts of the self, she is not felt to be a separate individual, but is felt 
to be the bad self. Much of the hatred against parts of the self is now directed 
towards the mother. This leads to a particular form of identification which 
establishes the prototype of an aggressive object-relation’ (Klein, 1975, III, p.8).
Projective identification can have different aims. It may be directed towards the 
ideal object to avoid separation, or it may be directed towards the bad object to 
control the source of danger. Hence, different parts of the self can be projected for 
different reasons. Bad parts of the self may be projected in order to get rid of these 
parts, as well as to attack and destroy the object, or good parts may be projected in
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order to avoid separation or to protect the other from bad things inside (Segal, 
1973). Segal writes that projective identification occurs when the paranoid-schizoid 
position is first established in relation to the maternal breast. The position remains 
and becomes intensified when the mother is experienced as a whole object and her 
whole body is included in projective identification (Segal, 1973).
It must be clarified that not only bad parts of the self are projected ‘into’ the mother. 
Good and loving parts can also be projected. Klein means that it is necessary for the 
child to project good feelings and good parts of the self ‘into’ the mother, in order 
to develop good object relations and to integrate his/her ego. However, if this is 
carried out to excess, it may feel that good parts of the personality have been lost 
(Segal, 1992). Projective identification can also produce different types of anxiety, 
and the two main types are: a fear that the attacked object will retaliate by 
projection, and the anxiety of having parts of the self controlled and ‘inside’ 
someone else where they have been projected. A strong anxiety is produced when 
good parts of the self have been projected, subsequently creating a feeling of loss 
and being controlled by other objects (Segal, 1973). Even though projective 
identification is described as an unconscious mechanism of defence, Segal also calls 
it the earliest form of empathy and the base for symbol formation. Klein referred to 
it as a way of differentiating ‘me’ from ‘not-me’ (Klein, 1946). In Kleinian terms, 
the process is seen as a fantasy and therefore entirely intrapsychic.
Projective identification as an interpersonal process
Projective identification has become a central Kleinian concept, theoretically as 
well as clinically. This means that it is at the heart of Kleinian therapy in the 
transference -  countertransference relationship between client and therapist. 
However, it is also used by analysts of other theoretical orientations who have 
applied it and also broadened the definition. Klein postulated that the process 
occurred in fantasy and that the real object involved in projective identification 
remained unaffected. According to Sandler (1987) this was a result of how Klein
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treated and defined transference and countertransference. Klein held a view of 
transference as reflecting infantile object relationships and as being a fantasy about 
the object. Countertransference was narrowly defined by Klein. This means it was 
barely noted and was seen as a hindrance to the work of the therapist. Any influence 
on the therapist by the client’s behaviour was a sign of the therapist needing more 
analysis themselves (Sandler, 1987).
Despite this view, it was later argued that projective identification had a 
communicative and interpersonal element. In other words, rather than just occurring 
in the individual’s mind, the individual’s behaviour would actually influence the 
feelings and behaviour of another. Projective identification can occur in diverse 
social contexts and in the therapeutic relationship (Clark, 1998). In terms of 
countertransference, Heimann (1950) offered a more broad approach to this 
phenomenon, which also broadened the concept of projective identification. She 
conceptualised countertransference as the therapist’s key into the client’s 
unconscious. Projective identification was understood as part of the 
countertransference and therefore a valuable tool for the therapist to use. Klein 
argued that this view implicated blaming the client for the therapist’s 
countertransference issues. Like Heimann, Winnicott (1949) found 
countertransference to be a very useful concept. He proposed an objective part to 
the countertransference, where the therapist reacts towards the client the same way 
everyone else does. Winnicott viewed this reaction as something much more to do 
with the client’s behaviour and the need to evoke certain reactions in others than 
with the therapist’s personal past or intrapsychic conflicts (Gabbard, 2001).
As a result, countertransference is now generally regarded as a jointly created 
phenomenon, which involves both the client and therapist. In the therapeutic 
relationship, the client creates a role for the therapist to play that represents their 
internal world, which is in turn formed by the therapist’s personality and how the 
client’s behaviour is experienced is influenced by the therapist’s own subjectivity 
(Gabbard, 2001). For today’s practitioners, countertransference is regarded as an
26
important source of information about the client (Gabbard, 1995).
In line with these developments, projective identification also evolved into a 
dynamic and communicative element within the therapeutic relationship, as a part 
of countertransference. However, the definitions of projective identification differ 
and the concept has been used in many ways since Klein introduced it in 1946 
(Apprey & Stein, 1993). Bion (1955) elaborated on Klein’s work and extended the 
meaning of the concept. Klein viewed projective identification as mainly negative, 
with the projection of bad and destructive feelings as part of the paranoid-schizoid 
position. Bion postulated that there was a positive form of projective identification, 
which included empathy. In Bion’s model, the mother contains projected hostile 
and painful feelings, detoxifies them and returns them to the child (Bateman & 
Holmes, 1995). The feelings can be sustained by the child through his/hers 
identification with the mother’s containment of them (Gabbard, 2001). This process 
is referred to as the theory of ‘containment’ or ‘container and contained’. In 
therapy, the therapist symbolises mother and needs to be able to contain painful and 
unbearable feelings, hold them, transform them and return them to the client when 
the client is ready. Segal (1991) argues that the therapist’s understanding is crucial 
to the therapeutic process. Further she writes ‘it is when the patient feels understood 
that he feels that what he projected into the analyst’s mind can be possessed by that 
mind. He can then feel mentally contained’ (Segal, 1991, p.53).
Riesenberg -  Malcolm (2001) argues that Bion’s definition of projective 
identification and theory of ‘containment’ makes it possible to understand both 
normal and pathological development. Bion was the first psychoanalyst who 
recognised a normative function of projective identification. He suggested that 
communication and empathy were involved in normal projective identification 
processes (Mills, 2000). In his view, this process is an interpersonal interaction 
between two parties. In the therapeutic relationship, the therapist feels induced with 
emotions and made to play a role in the client’s fantasy.
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Ogden (1982) claimed that Klein had not denied the interpersonal aspect of 
projective identification. Rather, by using the preposition of ‘into’ instead of onto 
when talking about feelings or parts being projected, she had actually acknowledged 
its communicative quality. Ogden elaborated on the work of Bion by linking his 
‘container — contained’ model (Bion, 1962) with projective identification. Firstly, 
an aspect of the self, connected with affect, is projected and unconsciously placed in 
the therapist. Secondly, pressure from the client makes the therapist experience or 
unconsciously identify with the parts or feelings projected (Gabbard, 2001). Spillius 
(1994) refers to the term ‘evocatory projective identification’ when talking about 
the pressure put on the therapist to conform. Joseph (1989) suggests that clients 
often make the therapist behave in a manner, which corresponds to what has been 
projected. Thirdly, the therapist contains and processes the projected material, 
which leads to a reintrojection by the client in a modified form (Gabbard, 2001). 
These aspects do not need to occur in this specific order within the therapeutic 
relationship (Ogden, 1994).
Criticism was directed towards the idea that everything the therapist experienced 
was ‘put into’ them by the client. The distinction between ‘patient — derived 
countertransference’ and ‘analyst — derived countertransference’ was emphasised. 
Projective identification is referred to as ‘patient — derived countertransference and 
therefore only part of the countertransference (Bateman & Holmes, 1995). The risk 
of putting blame on the client was highlighted by Whipple (1986), who suggested 
that therapists avoided taking responsibility for their part of the countertransference. 
Stolorow, Brandchaft and Atwood (1987) also emphasised the importance of 
therapists taking responsibility for their feelings. However, they also acknowledged 
the client’s part in eliciting certain feelings and reactions (Maroda, 1991). 
Additionally, the therapist is at risk of confusing his or her own feelings with those 
of the client. Thus, the therapist’s task is to differentiate between their own feelings 
and their client’s. Gabbard (2001) argues that some therapists will be a better fit 
with the client’s projections, which can also intensify the feelings experienced by 
the therapist. This view responds to the idea that the countertransference is jointly
created. In other words, it is an interaction between therapist and client. Feldman 
(1997) strongly argues that the client’s projections must somehow resonate with the 
unconscious needs and anxieties of the therapist. Furthermore, the involvement of 
the object as the receiver of the projection is the main feature of projective 
identification. Therefore, the projected material is actually a fantasised object 
relationship, rather than just a part of the client (Gabbard, 2001). Other definitions 
of projective identification have been proposed by e.g. Grotstein, Kemberg, Sandler 
etc. Unfortunately, due to lack of space, the exploration of their contributions is 
beyond the scope of this essay.
The use o f projective identification in therapeutic practice
Projective identification is recognised today by most analysts as a useful tool for 
increased understanding of clients, even if the definitions of the concept vary. 
Joseph (1987) states that it is both a communicative and defensive element and the 
response of the therapist may decide which one will be most influential in the 
relationship. One example of projective identification comes from my own 
therapeutic practice with Ms C, a 38-year old woman with narcissistic personality 
traits. From the very start of therapy, she was very demanding and critical of me, 
and I felt increasingly anxious and incompetent as a result. I reflected upon my own 
position as a trainee therapist and believed my feelings were solely due to my own 
insecurities. However, my feelings of discomfort and anxiety were increased and 
through supervision I was able to disentangle my own feelings from the client’s. I 
realised that I had been shown how Ms C had felt in relation to her highly 
demanding and critical parents, feelings she was unable to contain. Through this 
insight and through my empathie interpretation to the client, Ms C felt understood 
and we were able to move forward. It seems that in this example, the 
communicative element took precedence in the end and created a shift in the 
relationship.
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When projective identification is used to control an object, the projection of 
unwanted parts of the self are disposed and through controlling the recipient 
(object) of the projections, one can gain the unconscious illusion that one is 
controlling unwanted and projected aspects of the self (Sandler, 1987). It is 
common that clients who feel guilty may deal with the guilt and gain narcissistic 
supplies by projecting this guilt (or ‘bad’ part) onto another. At the same time, the 
client identifies with the persecutor (through introjective identification). This 
process fulfils two aims: the identification with the idealised part of the superego 
introject, as well as ridding oneself of the unwanted parts of the self (Sandler, 
1960).
In certain client populations, projective identification has been an especially useful 
process to reflect upon. Zosky (2001) explored the role of projective identification 
in domestically violent men. Kemberg’s model (1984) was used to examine 
whether domestically violent men were more likely to use this defence mechanism 
as an interactive process with their partners. The findings indicated that 
domestically violent men engaged more in projective identification than non­
violent, relationship satisfied men. Furthermore, it has been successfully used in 
clinical work with clients with severe personality disorders (Gabbard & Wilkinson,
1994). Kemberg has written extensively about his work with clients with Borderline 
personality disorder, where projective identification is a therapeutic key. Here, the 
therapist tends to be perceived as both the rescuer and attacker. Hence, the therapist 
has to be able to disentangle his/her own contributions to the therapeutic muddles 
and mistakes that might occur, from the client’s. Constant self-scrutiny and 
monitoring of the countertransference is crucial when working with this client 
group (Bateman & Holmes, 1995). Kemberg (1984) saw countertransference as a 
multifaceted process in which difficult feelings are aroused in the therapist. These 
are a reaction to the client’s premature and chaotic transferences, a reflection of the 
difficulty of withstanding severe psychological stress and anxiety, and related to the 
projective systems of the client. It is suggested that the projected parts stimulate 
primitive aspects of the therapist’s personality, allowing him/her to empathise and
understand the client better.
Clients suffering from Borderline personality disorder have been found to use 
certain primitive defence mechanisms, such as splitting, projection, projective 
identification, omnipotence, devaluation, denial and idealisation (Kemberg, 1975, 
Thompson, 2000). Thompson (2000) hypothesised that the high prevalence of 
sexual abuse in this population, in conjunction with the ‘disorder’, would be related 
to a high defensive functioning. She found that the more severe the sexual abuse in 
Borderline clients, the higher the proportion of primitive defences. Another paper 
by Plakun (1998) dealt with the notion of ‘enactment’ in therapeutic work with 
survivors of abuse and concluded that this involved mutual projective identification 
between client and therapist.
Projective identification has also been regarded as a base for empathy. Empathy is 
viewed as one of the most important prerequisites to working therapeutically and a 
demonstration of the therapist’s attunement to his/her client. Winnicott (1949) 
described projective identification as being at the root of empathy. Winnicott 
postulated that the capacity to introject is of crucial importance in the creation of 
identifications needed in order to develop a feeling of being oneself. Similarly, in 
therapy, the ability to introject is needed in order to integrate interpretations made 
by the therapist and one’s own feelings (Denzler, 2001). Winnicott suggested a 
function of ‘holding’ of the ‘good enough’ mother, which resembles that of Bion’s 
‘containment’ model. These concepts have had great therapeutic value, and are used 
by therapists who aim to ‘hold’ and ‘contain’ the unbearable feelings of the client 
(Sandler, 1987).
Concluding comments
The concept of projective identification has evolved into a highly useful tool in the 
therapeutic endeavour. In therapy, it is one of the most powerful processes that 
occur in the transferential relationship and can be of great benefit to the therapist s
understanding of the client and hence also a key to empathie responding. It has been 
argued by certain writers, such as Sandler (1987), that projective identification is 
merely a descriptive concept. Sandler argues that it has no explanatory power and 
because the meanings derived from it are many, and given without further 
elaboration, he refers to it as a pseudoexplanation. He remains wary of the concept 
and warns against using it as an explanation unless its specific meaning and context 
are provided. Indeed, projective identification remains a largely theoretical and 
descriptive concept although it has proven to be highly useful in therapeutic 
practice. The danger lies primarily in the disentanglement of what is transference 
and countertransference, i.e. which feelings originate within the client and which 
within the therapist. With this in mind, it is probably a bit of both, which makes it 
an interactional process. Feldman (1997) states that the fantasies of archaic object 
relationships must somehow resonate with the therapist’s own unconscious needs 
and anxieties. In projective identification, the therapist must extricate him/herself 
from the pressure to enact the object relationship and recover reflective thought 
(Kemberg, 1984).
Although one could argue that projective identification is primarily a defence 
mechanism used to protect the self from destructive feelings and ‘bad’ parts of the 
self, there is another important dimension to projective identification. This is the 
interpersonal dynamic process. In the therapeutic context, projective identification 
is experienced as a transferential process, which should be recognised. This 
powerful process creates the basis for understanding and empathy. By experiencing 
the strong emotions projected onto us as therapists, we are learning about the client 
and their inner world.
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Developments in cognitive therapy: Attending to ruptures in the therapeutic 
relationship.
Introduction
... reactions to the therapist opens windows into the patient’s private world.’
(Beck, Freeman & Associates, 1990, p. 65)
This quote describes Beck and colleagues perception of the therapeutic relationship 
and the importance of negative reactions towards the therapist in cognitive therapy. 
Historically, the cognitive approach to therapy has downplayed the importance of 
the therapeutic relationship (Beck, Shaw, Rush & Emery, 1979; Clark, 1995; 
Waddington, 2002), as it was viewed in itself insufficient to promote change. The 
emphasis within cognitive therapy has primarily been on intervention techniques in 
changing dysfunctional cognitions. This may seem quite surprising, as collaborative 
empiricism is of ultimate importance in cognitive therapy (Beck, 1976; Beck, 1996; 
Beck, Rush, Shaw & Emery, 1979; Persons, 1989). Collaborative empiricism 
entails the therapist and client working as a team, evaluating the evidence for and 
against the client’s cognitions and beliefs, and testing their validity (McGinn & 
Young, 1996). The importance of a collaborative relationship was emphasised by 
Beck and Young (1985). Beck (1976) described it early on as a primary factor in 
effective cognitive therapy. However, because of the assumption that the 
therapeutic relationship did not in isolation produce change, other cognitive 
therapists have not until the last decades recognised the central importance of the 
therapeutic relationship (Safran & Segal, 1990; Waddington, 2002; Wright & 
Davies, 1994), especially in relation to therapeutic outcome. It also seems that 
cognitive therapists needed to pay more attention to the therapeutic relationship, as 
cognitive therapy has been extended to clients with interpersonal problems.
This essay aims to explore the cognitive therapy view of the therapeutic 
relationship, and how it can be utilised as a vehicle for change. Some cognitive
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therapists have outlined different ways of conceptualising the therapeutic 
relationship within a cognitive framework (e.g. Rudd & Joiner, 1997; Safran, 
1990;). These conceptualisations of the therapeutic relationship within the cognitive 
approach will be discussed here. Additionally, the issues that might arise in the 
therapeutic relationship between the client and therapist will be explored, as well as 
how these can be used in cognitive therapy practice. I have also included examples 
from my own therapeutic practice.
The development o f the therapeutic relationship in cognitive therapy
It has been argued that cognitive therapists pay too little attention to the therapeutic 
relationship (Clark, 1995) and tend to view it in a mechanistic and technical way, 
rather than as a tool for therapeutic change (Mahoney, 1988a; Jacobson, 1989; 
Safran & Segal, 1990). Additionally, the focus has been upon cognitive and 
behavioural change rather than the interpersonal processes in the meeting between 
therapist and client. Rogers (1957) outlined a warm and empathie therapeutic 
relationship, with the core conditions of empathy, genuineness and unconditional 
positive regard, as necessary and sufficient for therapeutic change. As mentioned 
earlier, in their initial treatment manual, Beck et al. (1979) stressed the importance 
of a positive therapeutic relationship, including factors such as warmth, empathy, 
genuineness, trust, and rapport. However, in contrast to Rogers, Beck and 
colleagues argued that this was not sufficient for change (Bums & Auerbach, 1996) 
and others, such as Ellis (1962) argued for the reduced importance of empathy and 
the therapeutic relationship in promoting therapeutic change. Subsequently, 
nevertheless, it has become widely recognised that outcome is linked to the quality 
of the therapeutic relationship (Horvarth & Luborsky, 1993; Luborsky, McLellan, 
Woody, O’Brien & Auerbach, 1985; Orlinsky, Grawe & Parks, 1994; Orlinsky & 
Howard, 1986; Tang & DeRubeis, 1999). Cognitive therapy has always enforced 
the importance of empirical evidence and evidence based practice, thus the 
therapeutic relationship within the cognitive therapy field has been researched, even 
if the research has been limited. Empirical evidence has also showed that the
specific techniques and specific therapies are less important than positive qualities 
of the therapeutic relationship and the client’s expectation that therapy will help 
(Lambert, 1986; Lambert, Shapiro & Bergin, 1986).
Cognitive therapists are expected to form and maintain positive therapeutic 
alliances with their clients (Padesky, 1996). The cornerstones of the therapeutic 
relationship in cognitive therapy are collaboration, guided discovery and structure. 
Guided discovery refers to the process where the therapist helps the client to 
explore alternative viewpoints of their situation (Salkovskis, 1996). Through 
collaboration, therapist and client work together as a team in developing therapeutic 
goals and plans for change (Padesky, 1996). The therapeutic relationship has also 
been seen as promoting hope for therapeutic change (Snyder, Michael and 
Cheavens, 1999). Safran and Segal (1990) postulated that repairs and ruptures to the 
therapeutic alliance are part of the experiential disconfirmation of beliefs. In a 
review of the research on the therapeutic relationship within cognitive therapy, 
Waddington (2002) argued that the therapeutic relationship also can be a source of 
disconfirming dysfunctional interpersonal cognitions (Waddington, 2002). 
Consequently, from being a possible facilitator of the ‘real work’ of changing 
dysfunctional thoughts and beliefs through cognitive technical interventions, the 
therapeutic relationship has in it’s own right become a tool through which change 
can be promoted. Hence, the “real work” might be to establish a relationship that is 
positive and constructive for the client. Several cognitive therapists have re-defined 
the therapeutic relationship, and described how it can be used to produce change, 
particularly in clients with more complex needs.
The therapeutic relationship as a vehicle for change
Working with the therapeutic relationship as a vehicle for promoting change has 
become increasingly important, as cognitive therapists started to extend their work 
to people with interpersonal difficulties, where the establishment of a productive 
therapeutic relationship proved to be a difficult task. Beck et al. (1990) described
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the often ‘taken for granted’ assumption of a collaborative therapeutic relationship, 
and noted problems such as ‘resistance’, ‘non-compliance’, ‘lack of compliance’ 
and ‘negative transference’ in clients with interpersonal problems (Beck et al. 1990,
p.66).
Schema-theory has been especially important in the establishment of the therapeutic 
alliance as a tool for change. Schema have been defined as ‘stable cognitive 
patterns’ that are used for ‘screening out differentiating and coding the stimuli that 
confront the individual’ (Beck et al. 1979, pp 12-13). In 1990, Beck et al. described 
schema as ‘specific rules that govern information processing and behaviour’ (p.8), 
under which they included both conditional and unconditional beliefs. These have 
later been redefined as underlying assumptions and core beliefs or schema 
(Padesky, 1994). Schemas are seen to be formed by early experience and 
maintained ‘... in the face of contradictory evidence through the processes of 
distorting, not noticing, and discounting contradictory information or by seeing this 
information as an exception to the schematic, and therefore “normative” rule’ 
(Padesky, 1994, p.268). The goal of cognitive therapy is to test maladaptive core 
beliefs and identify and strengthen alternative adaptive beliefs. When schemas are 
activated in the therapeutic relationship, they have to be explored and questioned 
and Padesky (1996) describes the therapeutic relationship as a laboratory for testing 
core beliefs.
In two papers, Safran (1990) proposed the integration of cognitive therapy into 
interpersonal theory. He argued that the therapeutic relationship could be an 
important tool for assessing and challenging core cognitive structures. He suggested 
the concept of interpersonal schema (Safran, 1986; Safran & Segal, 1990), which he 
presented as a ‘...generalised representation of self-other relationships’ (Safran, 
1990, p.93). This links in with early work on attachment theory, where Bowlby 
(1969, 1973, 1980) suggested that internal working models represent interpersonal 
interaction, which affects attachment behaviour. The concept of schema is 
inherently interactional and at the core of it is the human aim to maintain
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relatedness to others. Safran explained that a person’s goal is not necessarily to 
maintain relatedness to a specific individual in a specific relationship, but rather to 
increase their potential of maintaining relatedness generally (Safran, 1990). 
However, an interpersonal schema, which might have been adaptive in the past, 
might be maladaptive in the present. Safran describes a self-perpetuating cognitive 
-interpersonal cycle (Safran, 1984a; Safran & Segal, 1990), where the person’s 
maladaptive interactional patterns are maintained because they are based upon 
working models of relationships and beliefs that are confirmed and reinforced by 
the interpersonal consequences of the person’s own actions (Carson, 1969, 1982; 
Kiesler, 1982, 1986; Leary, 1957; Safran, 1984b; Safran, 1990; Strupp & Binder, 
1984; Wachtel, 1977). Thus, new interpersonal experiences fail to change these 
cognitive structures.
One example of a cognitive-interpersonal cycle comes from my own therapeutic 
work. Amanda1 is a 14 year-old girl who was referred because of concerns 
regarding suicidal ideation. Amanda was frequently absent from school, which 
made her quite isolated. She became rather low and depressed, and she self-harmed 
by scratching her arm on one occasion. Amanda described not going to school 
because of bowel pains, head aches and because of hating school. Amanda lived 
with her mother and never knew her father. She attended a private school, until 
recently when she stopped going in completely. Additionally, she was 7 stone 
overweight and had irritable bowel syndrome.
Amanda gave the impression of a very independent and ‘self-sufficient’ girl. She 
resisted engaging in therapy during the first two months of our therapeutic 
encounter, and reported that she had nothing to talk about. She only attended the 
sessions because she had to. I felt rather distant and useless to Amanda and I felt at 
times in our sessions that she seemed so self-sufficient, that maybe our work was 
unnecessary. After a period of erratic attendance, we revisited the aim of therapy. I 
noted that I respected and thought of Amanda almost as an adult, and this made me
1 A pseudonym was used with this client, as she was below the age o f  18 years.
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want to explore our relationship. It seems that Amanda had the belief that nobody 
would be there for her, take care of her or like her and that by being self-sufficient 
and independent, people would respect her and like her. In relationships with people 
(even with her mother) this interpersonal style made people distance themselves 
from her, which reinforced her belief that nobody would be there for her. In other 
words, the more vulnerable she felt, the more she would engage in the interpersonal 
strategies that distanced people from her and discouraged them from acting in a 
caring way towards her. The identification of her cognitive-interpersonal cycle 
through the therapeutic relationship helped me not to confirm her beliefs, that I 
would also act uncaringly by believing in her facade of self-containment, and 
discharge her from therapy. It also helped us to hypothesise about early maladaptive 
schemas, such as emotional deprivation and overcontrol / emotional inhibition 
(McGinn & Young, 1996).
In my own experience, conceptualising clients in terms of the cognitive- 
interpersonal cycle, has been extremely useful, as it helped me as a therapist to 
reflect on the process and gave the client an experience of a different relationship. 
Without understanding the interpersonal nature of the cycle, it can be difficult for 
the therapist to accurately assess the cognitive structure, which is the cause of the 
client s problem (Safran, 1990). As in the example above, the client’s behaviour in 
therapy can act as an indicator to his/her problem behaviour (Amkoff, 1983; 
Goldfried & Davison, 1976; Safran, 1990). The therapeutic relationship is seen as 
the ideal arena to explore and disconfirm core cognitive structures, that is, 
interpersonal schemas. Safran (1990) also postulated that the change of peripheral 
cognitive structures (automatic thoughts, underlying assumptions) may relieve 
symptoms, but does not modify core cognitive structures, and thus leaves the client 
vulnerable to relapse.
In cognitive therapy there has been no framework for therapists to articulate and 
explore their own feelings and reactions to their clients in a systematic way, which 
can be the most important key to a client’s behaviour and cognitive structures. This
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was possibly due to the elimination of psychodynamic concepts, such as 
transference, from the realm of cognitive therapy (Safran, 1990).
Sullivan (1953) argues that the therapist can adopt a role of a participant — observer, 
where the therapist reacts like everybody else to the client, however simultaneously 
monitors their own feelings and responses, in order to hypothesise and formulate 
about the client’s interpersonal style. By making interpersonal markers (Kiesler, 
1982, 1988) in therapy, the therapist points out to the client communication or 
behaviour which can be useful for exploration (Safran, 1990). Also, the approach 
suggested by Safran (1990) encourages the client to actively use the therapeutic 
relationship to test out hypotheses, expectations and beliefs. In this sense, the 
approach emphasises active learning through the active participation and 
collaboration of the client, rather than assuming that learning will generalise 
“naturally” from the therapeutic relationship (Safran, 1990).
Another approach, which was suggested by Rudd & Joiner (1997), also provides a 
framework for how therapists can use their own emotional responses to their client 
in order to promote change.
Countertransference in the cognitive therapeutic relationship
The concept of countertransference comes from the psychodynamic tradition (Blum 
& Goodman, 1995). It is now generally considered to be the therapist’s emotional 
response to a client in any therapeutic encounter. In cognitive therapy, 
psychodynamic constructs have been applied loosely as no alternative 
corresponding constructs within cognitive therapy have been available. Rudd and 
Joiner (1997) argued that the therapeutic relationship in cognitive therapy has been 
inaccurately conceptualised in psychodynamic terms, such as transference- 
countertransference. Their argument was that cognitive therapy lacked a framework 
for therapists to address non-compliance, resistance to treatment issues and 
relationship dynamics. As noted earlier, these issues are very prevalent in the work
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with clients with interpersonal difficulties. Rudd & Joiner (1997) suggested an 
alternative framework, which was compatible with the fundamental principles of 
cognitive therapy: the therapeutic belief system (TBS). This conceptual framework 
discusses countertransference from a cognitive perspective. Rudd & Joiner 
emphasised the importance of this in longer-term work, especially in therapy with 
suicidal clients.
According to Rudd and Joiner, the TBS allows the therapist to address the 
therapeutic relationship at two levels, the active and the tacit. The therapeutic 
relationship system aids the therapist to investigate factors affecting the therapeutic 
relationship on a conscious level, which is more in line with the cognitive approach. 
In the TBS, core beliefs and more peripheral cognitive structures, such as automatic 
thoughts, underlying assumptions, compensatory strategies, emotional and 
behavioural responses are identified in relation to three components in the 
therapeutic relationship; the therapist, the patient and the treatment process, each 
one on a continuum. The belief system can be used for both the patient and the 
therapist. Identifying the patient’s cognitions about the therapist, the self and the 
treatment process makes it easier for the therapist to identify their own (Rudd & 
Joiner, 1997). The belief system also helps the therapist to understand beliefs and 
compensatory strategies, even if the client can not consciously express them. Rather 
than pathologising a client’s emotional response, the therapist can understand the 
client’s responses in terms of triggered core beliefs. This response is seen as natural 
in the light of the client’s history and life experiences (Mahoney, 1988b; Rudd & 
Joiner, 1997). By using the TBS, emotional and behavioural responses can be 
understood in a structured way and become part of the therapeutic work. In my 
view, this theoretical framework provides a non-psychopathologising stance when 
working with people with interpersonal difficulties. This has helped my empathie 
understanding of these clients. In order to illustrate the therapeutic belief system, I 
have applied it to one of my own clients.
Ms S is a 20-year old woman who was referred for depression and interpersonal
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difficulties by her psychiatrist. Ms S had a history of child sexual abuse and 
neglectful parenting. Her parents were divorced and her father was an alcoholic. 
She had a confiictual relationship with her mother, but a close relationship with her 
younger siblings and her partner. However she was very ambivalent about this 
relationship, as she did not feel ‘in love’ with her boyfriend. She has a few close 
friends. She was at the time living in a hostel and had become depressed 8 months 
ago, when she lost her job and moved in with her boyfriend and his parents. She 
sometimes used drugs to forget about her difficulties. After an initial assessment, 
Ms S was offered cognitive therapy with myself. She attended her sessions very 
erratically and because of all the breaks, we had to start over every session. In each 
session, Ms S brought different difficulties, and her mood appeared to shift 
dramatically. We had difficulties in establishing any goals and she failed to do any 
of the homework. Through guided discovery it became apparent that Ms S viewed 
treatment as hopeless, and her assumption about me was that ‘ I can’t trust you, you 
will just hurt me and turn on me’ and about herself ‘ If I act strong, nobody will 
know how vulnerable I am, and I won’t get hurt’. It appeared Ms S saw herself as a 
victim and me as a victimiser, that I would hurt, reject and abandon her. These 
beliefs and assumptions resulted in compensatory strategies such as active and 
passive resistance (withdrawal in the session, never completing the homework and 
referring to homework as ‘crap’), and emotional responses (hopelessness, 
depression and helplessness) and behavioural responses (cancelling sessions, self- 
destructive behaviour).
When examining my own cognitions about Ms S and myself, it seemed I had 
automatic thoughts, such as ‘This is not going anywhere’, ‘ She is ruining my plans 
for each session’, assumptions such as ‘If I work with this client, it will reveal my 
inadequacy’ and core beliefs such as ‘I’m incompetent’ and ‘Therapy is hopeless’. 
These cognitions clarified to me that I saw Ms S as a hostile aggressor, myself as a 
victim and treatment as hopeless. This resulted in compensatory strategies, like 
considering terminating treatment and/or referring her to someone else and 
emotional responses, such as hopelessness, anger and anxiety. After reflecting on
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these issues, it became clear that Ms S, through her fear of being rejected and 
abandoned, had put on a front of strength and aggressiveness. This had made me 
feel victimised and I responded with wanting to withdraw and reject her. This 
would then have confirmed her belief ‘I will get hurt and rejected’. I hypothesised 
that this was what happened in her other relationships. Through my awareness of 
these cognitions, I could monitor my responses to Ms S and avoid confirming and 
reinforcing her core beliefs.
Conclusion
The therapeutic relationship has been established as paramount in cognitive therapy 
in relation to change and outcome (Horvarth & Luborsky, 1993; Luborsky, 
McLellan, Woody, O’Brien & Auerbach, 1985; Orlinsky & Howard, 1986; 
Orlinsky, Grawe & Parks, 1994; Tang & DeRubeis, 1999). Schema- focused 
therapy (e.g. Beck, Freeman et al., 1990; McGinn & Young, 1996) has brought new 
meaning to the therapeutic alliance and how it can be used as a vehicle for change, 
especially when working with clients with interpersonal difficulties. When 
difficulties arise in the therapeutic relationship, they can be viewed as opportunities 
to explore the assumptions and core beliefs of the client, in order to understand how 
the client responds and acts in other relationships, and what maintains their self- 
perpetuating cognitive-interpersonal cycle and schema. This essay has attempted to 
explore parts of schema -  focused therapy, including the cognitive-interpersonal 
approach (Safran ,1990) and the therapeutic belief system (Rudd & Joiner, 1997) as 
frameworks for understanding the therapeutic relationship. How these frameworks 
can be applied when ruptures to the therapeutic relationship occur, has also been 
illustrated with two examples from my own therapeutic practice. To me the 
therapeutic relationship is core to all therapeutic work; hence, these ideas provide a 
framework for understanding the dynamic process in the therapeutic relationship in 
cognitive terms. These conceptualisations of the therapeutic relationship within 
cognitive therapy have also created opportunities for cognitive therapists to use the 
relationship with their clients as an arena where change takes place in situ.
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Employing the schema focused approach as a framework for integration when 
working therapeutically with people with interpersonal difficulties.
Introduction
Historically, most therapeutic approaches share a common heritage, meaning that 
integration should really be commonplace. Still the emphasis tends to be on the 
differences between, rather than similarities of, therapeutic approaches (Holmes & 
Bateman, 2002). According to Bateman (2002), however, most clinicians tend to 
judge the moment to moment clinical situation and respond to the needs of the 
client, irrespective of theoretical orientation. Additionally, what works for whom 
seems to take priority over theoretical views (Goldfried & Wolfe, 1998). The aim of 
this essay is to explore how the schema focused approach (Padesky, 1994; Safran, 
1990; Young, 1990, 1994) to therapy, can help working integratively with the 
cognitive behavioural approach and the psychoanalytic object relational approach, 
especially when working with people with interpersonal difficulties. Both of the 
latter approaches will be addressed first. Due to the limited space, only the ideas of 
Klein and Winnicott will be included from the psychoanalytic object relational 
approach. The importance of changing ‘dysfunctional’ cognitions and behaviour is 
heavily emphasised with this particular client population but the developmental and 
interpersonal dimensions are also stressed. The schema-focused approach is 
subsequently explored as a possible framework for integration.
Cognitive behavioural therapy
Cognitive behavioural therapy (CBT), originally developed by Beck (1976) and 
Beck, Shaw, Rush and Emery (1979), focuses upon the modification of 
dysfunctional cognitions: thoughts, assumptions and beliefs. The fundamental 
assumption of CBT is that cognitions influence emotions and behaviour. This 
means that individuals tend to respond to cognitive representations of events, rather 
than to events themselves. Cognitive change is therefore viewed as a prerequisite to
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behavioural and emotional change (Reinecke, Dattilio & Freeman, 1996). The 
techniques used to bring about change and modify maladaptive thoughts include 
Socratic questioning or rational disputation. Additionally, the focus of therapy is 
very much on the here-and-now and symptom reduction. Cognitive behavioural 
therapy is ‘an active, directive, time-limited, structured approach...’(Beck et ah, 
1979, p.3). The therapist and client establish a working alliance governed by 
collaborative empiricism. The client takes an active part in the therapy after having 
been ‘socialised’ to the CBT approach and together, the client and therapist test the 
validity of the client’s cognitions. Therapy is usually brief and the therapist 
emphasises collaboratively setting goals, solving problems, modifying negative 
thoughts, changing ‘dysfunctional’ behaviour, and preventing relapse through 
teaching the client to be their own therapist (Beck, 1996).
In clinical practice with people with interpersonal difficulties, the aims and 
techniques of traditional Cognitive behavioural therapy can be difficult to apply. 
This is due to the fact that their ‘dysfunctional’ cognitions are often very rigid and 
resistant to change and the basic requirements of a collaborative working alliance 
are therefore not met. This client group often finds it extremely difficult to establish 
relationships and therefore a therapeutic relationship. Establishing a goal in therapy 
can also be challenging, as these clients often experience new difficulties 
throughout the course of therapy (such as relationship breakdowns and suicide 
attempts), do not complete homework and can seem non-compliant and resistant to 
treatment (Beck et al. 1990). The techniques of CBT can be very useful in 
alleviating acute distress, symptoms and behaviours, such as self-harming, self- 
destructive behaviours, anxiety and depression in this client group. The cognitive 
behavioural focus on difficulties in the ‘here and now’ is important in relation to 
helping the client with present distress and identify a clear goal. However, work on 
an interpersonal level is of paramount importance in order to promote long-term 
change in this client group. Ablon and Jones (1998) suggest that an 
interpersonal/exploratory focus can be beneficial within CBT. Safran and Segal 
(1990) also emphasise the importance of addressing the therapeutic relationship to
obtain effective and lasting change. In relation to this client group, integrating a 
more interpersonal approach with CBT, such as the object relational approach, 
seems beneficial.
The psychoanalytic object relational approach
A psychoanalytic object relational perspective can be useful in relation to working 
with clients who have interpersonal difficulties. This approach focuses upon early 
experiences in understanding the client. It is often the case that interpersonal 
difficulties originate in childhood. Central to the theory of object relations is the 
assumption that the primary motivational drive is object seeking (i.e. the goal is 
establishing a relationship with others). The internal world of the person consists of 
the self, its objects and the relationships between them. Intimate relationships will 
be largely influenced by the internal world. The process, however, begins with the 
taking in of elements of the external world. This process is usually referred to as 
'internalisation’, ‘incorporation’ or ‘introjection’ (Bateman & Holmes, 1995).
Klein (1946, 1948, 1957) outlined a developmental theory of object relations where 
objects are first split-off or part-objects and later become whole. In the phase of 
splitting, objects are perceived as either all good or bad. When the defence of 
splitting decreases, ambivalence toward whole objects can be recognised and 
tolerated. This has become known as the ‘paranoid-schizoid’ position, which is 
created by splitting, and the ‘depressive’ position, which is the result of synthesis 
between the good and bad aspects of objects. Klein describe defences and object 
relations to be in constant tension between polarities of experience, which is re­
enacted in psychosexual development (Kemberg, 1995). In Kleinian 
psychoanalytical therapy, this involves the working through of the depressive 
position, the capacity to tolerate feelings of love and hate towards the same object, 
with love being predominant over hate in emotional reactions to whole objects. 
Additionally, except for focusing on the analysis of primitive object relations and 
defences, analysis and interpretation of the transference relationship is central. It is
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understood as containing ‘unconscious’ meanings in the here-and-now.
Winnicott s (1958, 1965, 1971) ideas of development of the self are viewed in 
context of the relationship with the mother. The self arises out of parenting based on 
holding, integration and personalisation’ (Kemberg, 1995) and the empathie and 
protective environment of the ‘good enough’ mother. When the ‘holding’ 
environment fails to be empathie and protective, the infant reacts to the trauma in a 
defensive way, in the form of splitting between the infant’s ‘true self and an 
adaptive false self (Kemberg, 1995). In Winnicott’s developmental theory, the 
object relationship is developed through early experience of the object as part of 
one s own mind and not separate and a transition to the experience of the object as 
independent and real. The interplay between the internal and external objects 
creates a transitional space’. In this space, the infant’s needs are so sensitively 
responded to by the mother, that the infant has an illusion of having ‘created the 
object . This underlies the development of self-efficacy and creativity in later life. 
The struggle to recognise and be recognised by the other involves the driving force 
of hatred. In order for the object to be recognised and experienced as separate, it has 
to be destroyed in fantasy and survive in reality. This is known as the separation — 
individuation process (Bateman & Holmes, 1995). In therapy, this process can be 
created through regression into the transitional space within the therapeutic 
relationship.
Clients with interpersonal difficulties have often lacked ‘good enough’ mothering, a 
holding environment and empathie parenting (Moore, 1995). Additionally, they 
tend to see things in terms of polarities, shifting between idealising and devaluing 
others and splitting between good and bad part-objects, which means that their view 
of others including the therapist shifts frequently, between all - good or all -  bad 
(Seelig, 1995). An actualisation of internal object relationships occurs in the 
analytic relationship (Sandler, 1976). Object relational systems are established 
through internalisation and identification and modified by fantasy. The relational 
fantasy and affect requires enactment in an interpersonal context, such as the
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therapeutic relationship, which is then explored through the transference — 
countertransference interaction (Bateman, 2002). The object relations approach 
emphasises the importance of the internalisation of ‘bad’ object relations, which 
makes the management of negative transference key.
The schema focused approach as an integrative framework
It seems possible to employ the schema focused approach (Padesky, 1994; Young, 
1990, 1994a) as a framework where the different underlying assumptions of 
cognitive behavioural therapy and psychoanalytic object relational approach can be 
reconciled and integrated when working with clients with interpersonal difficulties. 
With its roots in cognitive behavioural tradition, the schema-focused approach is 
also concerned with modifying cognitions. Rather than focusing mainly on thoughts 
and assumptions, it addresses the deepest level of mental structure, which are core 
beliefs/schemas. Furthermore, in relation to the psychoanalytic object relational 
approach, the schema-focused approach also takes a developmental perspective of 
the client s difficulties. Young (1990, p.9) defines schemas as ‘extremely stable 
and enduring themes that develop during childhood and are elaborated upon 
throughout an individual’s lifetime... [which are] templates for the processing of 
later experience . People with interpersonal difficulties often have schemas that are 
extreme, negative, rigid and unconditional, for example: T am unlovable’ or T am 
worthless . In schema focused therapy core beliefs about the self, others and the 
world are identified, activated and modified. This approach integrates cognitive, 
behavioural, experiential and interpersonal techniques. The therapeutic relationship 
is used as a vehicle for change and the approach includes an exploration of 
childhood origins of problems and early life experiences (McGinn & Young, 1996).
As the schema-focused approach is an extension of the cognitive behavioural 
approach, the fundamental assumptions of these two approaches are compatible. 
Emotions are within CBT explained as a result of cognitive appraisals, and negative 
emotions and distorted appraisals are the focus of therapy (McGinn & Young,
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1996). In contrast, the psychoanalytic approach assumes that unconscious motives 
and impulses drive people. In schema focused terms, unconscious processes can be 
explained as dormant schemas (i.e. being unaware of the schema that governs 
certain emotions and behaviour). Young & Behary (1998) describe schema modes 
as a group of schemas that are currently active for a person. The inactive schemas 
can be conceptualised as being ‘out of awareness’. Epstein (1994) has suggested a 
cognitive-experiential processing system, where some aspects of personal 
functioning takes place outside consciousness (Holmes & Bateman, 2002). In 
addition, Fonagy (1989) argued that cognitions are preconscious before they 
become conscious, and that the organising structures of the preconscious are 
emotions, rather than thoughts. These ideas provide the space for core beliefs, 
which could be governing emotions, and may be constructed as a preconscious. 
Meichenbaum and Gilmore (1984) have suggested that the deepest levels of mental 
structure, such as schema, imply that there is an unconscious domain. This could be 
due to a difference in ‘languages’. Hence, the schema focused approach aims to 
elicit cognitive schemas and the psychoanalytic approach aims to make unconscious 
processes conscious. These can possibly be constructed as a similar enterprise 
(Douglas, 1989).
It has been postulated that in people with interpersonal difficulties early 
maladaptive schemas are a result of dysfunctional experiences (Young, 1990). 
These schemas disrupt affect and produce self-defeating patterns in relationships 
(Bateman, 2002). In cognitive behavioural terms, ‘dysfunctional’ cognitions 
produce maladaptive behaviour and negative emotions. According to the object 
relational approach, fantasised object relationships are ‘actualised’ so that they 
confirm the underlying experience (Bateman, 2002). Again, schema focused 
therapy can aid integration. Similarly to CBT, schema theory acknowledges the 
cognitive aspect of schemas as deeply entrenched beliefs, which govern emotions 
and behaviour. However, it is also compatible with the object relational approach, 
as schemas are triggered and ‘actualised’ in relationships and in lack of 
contradictory evidence, can be confirmed and reinforced.
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The focus of the psychoanalytic approach tends to be on ‘working through’ past 
childhood experiences through the transference relationship. In psychoanalytic 
object relational therapy, the past is important to understanding the development of 
the self and internal object relations. Through the therapeutic relationship, a 
reparative parenting relationship can be established, where the move to the 
depressive position can occur (Klein, 1946). As a result, an empathie and safe 
relationship can become internalised and the client can have obtain more realistic 
representations of self and others (Bateman, 2002). At the other end, cognitive 
therapy emphasises the ‘here-and-now’ and the current symptoms and cognitions 
are addressed through the challenging of ‘dysfunctional’ thoughts and assumptions, 
with limited attention paid to the dynamics of the therapeutic relationship.
The schema-focused approach can attempt to bridge the gap between these two 
approaches through addressing the interpersonal dimension. Schema focused 
therapy deals with core beliefs, which are cognitive patterns established in early 
life. These have become elaborated and entrenched with time, due to the focus on 
schema consistent information and disregard for disconfirming evidence (Padesky,
1994). The schema focused approach also stresses the therapeutic relationship as a 
laboratory for testing out and disconfirming core beliefs (Padesky, 1994). Through 
the activation of schemas, unhelpful schemas can be identified and changed. As 
schemas are entrenched and rigid beliefs about the self, others and the world, the 
schemas are likely to be activated in the therapeutic relationship in relation to the 
therapist. By addressing core beliefs in the therapeutic relationship, they can 
become discontinued, and the client can be given an experience of ‘limited 
reparenting , where the therapist attempts to provide a relationship that counteracts 
the schema (McGinn & Young, 1996).
Conclusion
The schema-focused approach lends itself to bridging the gap between cognitive 
behavioural and psychoanalytic object relational approaches in clinical practice, due
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to its developmental and interpersonal emphasis paired with a grounding in 
cognitive behavioural theory. This integration seems particularly important when 
working with people with interpersonal difficulties. By integrating a focus on 
cognitive processes, exploration of the interpersonal world and developmental 
aspects of the client s difficulties, the client can attain more long-term change. 
Through internalisation and identification within the therapeutic relationship the 
client can re-create him/herself. Additionally, by using the skills they have learned 
to challenge dysfunctional’ cognitions, regulate behaviour and decrease negative 
emotions they can reduce acute distress and maintain change. CBT and the object 
relational approach can thus be integrated within a schema focused framework, 
where distorted interpersonal schemas and object relations are transformed into 
more realistic cognitive and affective representations of self, others and the world 
(Holmes & Bateman, 2002).
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Introduction to the Therapeutic Practice Dossier
This dossier relates to my therapeutic practice. It entails brief descriptions of my 
three clinical placements, which I undertook during my training. In addition, it 
contains the final clinical paper, which addresses my path to integrating theory, 
research and my personal development into clinical practice.
Names and any other identifying features relating to clients, placements and 
placement supervisors have been changed or omitted, in order to ensure 
confidentiality.
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Clinical Placements
Year 1: Primary Care Psychology Service
My first year placement was in a primary care setting psychology service, based in 
a health centre. The service received referrals from general practitioners in the 
health centre. The service consisted of one part-time chartered counselling 
psychologist. Primary care psychology services were available in several surgeries 
in the borough and the primary care psychologists made up a primary care team 
linked to the psychology department in the trust.
Th psychology service was a brief intervention service (usually 6-12 sessions), and 
offered individual cognitive-behavioural, psychodynamic, solution-focused, 
systemic, humanistic or integrative therapy. The service also had an important role 
in terms of assessment. A large amount of the work within the service consisted of 
assessments, suggesting appropriate interventions and referring clients to 
appropriate services. Thus, the service was usually a first port of call for people who 
were asking for psychological help. The client group was varied with a wide range 
of problems, usually mild to moderate mental health problems.
My work in the service consisted of conducting assessments, under the supervision 
of my supervisor, and provide brief individual psychological therapy ( 6 — 12 
sessions). I also wrote assessment reports and discharge reports to the referring 
general practitioners and liaised with them regarding the referred clients. I received 
weekly individual supervision and attended a few meetings with the placement co­
ordinator and three other trainee counselling psychologists.
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Year 2: Child and Adolescent Mental Health Service (CAMHS)
My second year placement was in a child and adolescent mental health service, 
based in a community hospital in an urban area. The service received referrals from 
general practitioners, community paediatricians, health visitors, social services and 
psychiatrists. The child and adolescent mental health service consisted out of a 
multidisciplinary team, with child psychiatrists, child psychotherapists, chartered 
clinical psychologists, chartered counselling psychologists, clinic social workers, 
family therapists, one clinical nurse specialist, one primary mental health worker 
and a few psychology trainees.
The child and adolescent mental health service offered a range of services to 
children aged 0 — 16 years (up to 18 years if in full-time education) and their 
families. The service offered a range of interventions, such as psychiatric 
assessments, systemic family therapy, cognitive-behavioural therapy, 
psychoanalytic psychotherapy and parenting training. The service received very 
varied referrals and hence, the client group was very varied in terms of nature and 
severity of problems.
I provided long-term individual psychodynamic therapy to children and young 
people. In addition, I worked with some parents on parenting skills and conducted 
assessments (1-4 sessions) of children and adolescents and their families. Some of 
the treatment work was conducted jointly, with another member of the team. This 
year, I also had the opportunity to join a parenting group, which focused on 
teaching parents behaviour modification strategies to use with their children.
I received weekly psychodynamic supervision from the consultant clinical 
psychologist and child psychotherapist. I also received some occasional consulting 
supervision from the consultant psychotherapist, which gave me an opportunity to 
focus on a few cases in some more depth. I was also able to attend presentations on
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alcohol and drug services, Chronic fatigue syndrome and mental health 
consequences of sexual assault on boys/men by boys/men, and a few case 
presentations in the team.
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Year 3: Community Mental Health Team (CMHT)
My third year placement was in a community mental health team. The team was 
based in a clinic in an urban area. The service received referrals from psychiatrists, 
general practitioners, social workers, community psychiatric nurses and 
occupational therapists. The community mental health team was a multidisciplinary 
team consisting of psychiatrists, social workers, community psychiatric nurses, 
occupational therapists, one chartered clinical psychologist and one chartered 
counselling psychologist and a few psychology trainees. The client group included 
people suffering from severe and enduring mental health problems, with a variety of 
difficulties, such as psychoses, chronic depression, severe anxiety, and histories of 
trauma and abuse. The area was quite deprived, with high unemployment and high 
prevalence of psychiatric, alcohol and drug problems.
The psychologists in the community mental health service offered a range of 
interventions, such as cognitive-behavioural therapy, psychodynamic therapy, 
dialectical behavioural therapy and integrative therapy. Clients were usually offered 
individual therapy in the form of cognitive behavioural therapy (10 — 16 sessions), 
due to this being the CMHT’s preferred option for shorter-term therapy. Some 
clients were seen for more long-term interventions or group therapy. The team also 
has close links with the psychology department, in-patient services, day hospital 
services and a specialist substance misuse service.
My work included providing individual psychological therapy, in the form of 
cognitive behavioural therapy, schema-focused therapy or integrative therapy. I saw 
most of my clients for 10-16 sessions, but I had the opportunity to work longer-term 
(up to a year) with a few clients. Additionally, I conducted assessments and 
psychometric assessments (under the supervision of my supervisor). I also attended 
fortnightly psychology meetings with the other adult specialist services and one 
workshop on schizophrenia, which I found very interesting. A chartered counselling 
psychologist supervised my clinical work.
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Final Clinical Paper: Integrating Theory, Research & Clinical Practice
Finding an authentic professional self: A journey o f  integrating theory, research, 
clinical practice and personal development.
Introduction
This paper attempts to provide an overview of how I integrate psychological theory, 
clinical practice, research, supervision, personal therapy, social, political, cultural 
and other contextual factors in my therapeutic practice. Firstly, I have chosen to 
introduce psychotherapy integration with a brief overview of research and literature, 
before embarking on my personal search for integration. I consider this to be the 
beginning of a lifelong process of constant evolution, rather than a completed 
voyage.
My evolving counselling psychologist identity entails a scientist-practitioner 
emphasis and places the therapeutic relationship at a focal point. My development 
as an integrative practitioner has largely taken place within the context of my 
placements, and has therefore been influenced by different settings, therapeutic 
approaches, individual clients, client groups, supervision, personal therapy and 
other contextual factors. What has also been present is my own internal struggle in 
becoming an authentic and ‘good enough’ therapist. This endeavour occurred on 
both a personal and professional level. Hycner (1993) writes that this strife develops 
the therapist’s self, and this process is central, as the therapist’s self is the 
instrument used in therapy. Throughout this paper I have given examples from my 
clinical practice to illustrate my learning process and development as a counselling 
psychologist. All of the identifying information regarding clients has been changed 
and pseudonyms are used in order to ensure client confidentiality.
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An overview of psychotherapy integration
It seems that in the last few decades the field of psychotherapy has become 
increasingly reluctant to uphold a belief of a ‘single truth’ ideology. Hence, 
psychotherapy integration is now seen as an open ended and constantly evolving set 
of methods and constructs which is influenced by new ideas and information 
(Strieker & Gold, 1993). Thus, it is described as a process, rather than a school of 
psychotherapy. At the core of integration lie the needs and goals of each individual 
client, in their own specific context, which guide the theories and techniques 
employed (Strieker & Gold, 1993).
Three main directions are usually referred to when speaking of integration. These 
are technical eclecticism, common factors and theoretical integration (Arkowitz,
1989). Technical eclecticism endorses the use of various techniques (Lazarus, 1967; 
Norcross, 1986) and atheoretical combination of methods. It uses techniques and 
rationales based on more than one orientation to meet the needs of the client, but 
ignores that these methods might come from theoretically incompatible approaches. 
The common factors approach attempts to find commonalities in different therapies, 
and develop more efficacious treatments based on these common factors (Norcross 
& Grencavage, 1989). Theoretical integration attempts to synthesise different 
theoretical systems. It proposes an amalgamation of theories in the creation of a 
new framework (Norcross & Grencavage, 1989). I agree with Messer (1990) who 
argues that there has to be awareness of what is being integrated, and some 
acceptance of the different sorts and sources of data that make up the evidence base 
for each therapeutic approach. Otherwise, we are at risk of switching between 
approaches without noticing the opposing beliefs implicit in what we are doing 
(O’Brien & Houston, 2000). To say the least, this is important from a political point 
of view. From a constructionist point of view, the question becomes rather, how can 
approaches be integrated in the best way in terms of the interest of the client 
(Hollanders, 2003). How I have applied different forms of integration throughout 
my training is described in the coming parts of this paper. I have also found the
integration of psychotherapy theory and practice with psychological research and 
theory informative about how the broad area of psychological research can aid 
change.
My personal journey towards integration
In my personal integration I consider myself taking a holistic stance, where the 
individual is seen as a whole within her/his context (O’Brien & Houston, 2000; 
Hollanders, 2003). This means that the view of the person is in relation to their 
internal world, context, culture, beliefs, socio-economic factors, cognitions, 
emotions, etc. Additionally, I agree with the constructivist view that there is no one 
single truth or reality, but that theories and concepts are constructed, and can be 
reconstructed (Winter, 2003). Thus, different theoretical perspectives can be 
integrated to construct a fuller picture or different versions of human experience.
Counselling psychology integrates different theoretical and therapeutic models, but 
has roots within the humanistic tradition and views individuals in the process of 
‘becoming’ and able to fulfil their potential. Thus, it has been significant to me that 
counselling psychology emphasises the. authenticity in the meeting of equal 
individuals in the therapeutic encounter and stresses the interactive relationship. 
Hence, I seek to understand the subjective experience of my clients, their inner 
world and constructions of reality and engage with the client as a collaborator 
(Strawbridge & Woolfe, 2003). Through becoming a client in my own personal 
therapy my awareness increased of the inherent power inequalities in the 
therapeutic relationship, especially in terms of client exposure and vulnerability. I 
also find it crucial to regard the client’s concerns in their context, and provide a 
non-pathologising approach with the focus primarily on wellness, development and 
growth (Smallwood, 2002). Consequently, my personal integration is largely client- 
led in my efforts to provide a fruitful therapeutic relationship and other means for 
change.
72
The therapeutic relationship
‘Relationship is the first condition of being human’ (Clarkson, 1994, p. 29).
Counselling psychology puts the therapeutic relationship at the centre of the 
therapeutic endeavour. I think of the therapeutic relationship as the core of all 
therapeutic work and it is this framework I use as a ground for my clinical 
integration. In my eyes, the therapeutic relationship can provide the conditions for 
personal growth, across therapeutic models (Rogers, 1951; 1961). It can become the 
arena for therapeutic change through the reparative relationship, where 
disconfirmation of beliefs takes place in situ (Padesky, 1996; Safran & Segal,
1990), or a transference -  countertransference relationship, where transferential 
feelings and fantasies are interpreted and ‘worked through’ (Bateman & Holmes, 
1995).
It is in relationship that the Rogerian core conditions, which have become universal, 
can be established. The core conditions: empathy, congruence and unconditional 
positive regard are viewed as the necessary and crucial conditions for any 
successful therapeutic encounter. I have seen the core conditions as vital 
prerequisites to my clinical work. Through the relationship there is also an 
acknowledgement of the essential role of reciprocity in human interaction.
My integration of different theories and research within the therapeutic relationship 
has been guided by the needs of the individual client. Clarkson’s (1995) has 
elaborated on Gelso and Carter’s (1994) work and described five types of 
relationship that occur within the therapeutic encounter. This work has been helpful 
in terms of understanding the needs of the client for a particular relationship 
(Clarkson, 1995). For some clients, being able to establish a working alliance has in 
itself been a goal of therapy (O’Brien & Houston, 2000).
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In brief, it seems the pluralistic role of the counselling psychologist incorporates 
‘being-in-relation’ with having skills and expertise (Strawbridge & Woolfe, 2003). 
Attempting to ‘be with’ has personally been a freeing experience as well as a 
demanding enterprise. 6 Being-with’ and using the therapeutic relationship has 
required a certain degree of self-awareness, which I have been able to obtain 
through my own personal therapy. I agree with O’Brien & Houston (2000) who 
argue that ‘doing to’ and ‘being with’ are both important, and that open mindedness 
about how to be and what to do may free the therapist up to respond genuinely to 
the client. This might in some instances be contradictory to another crucial part of 
being a counselling psychologist, which is the emphasis on evidence-based practice. 
This problem is discussed in the next section.
Research Integration
The scientist-practitioner
Evidence-based practice and ‘science’ are cornerstones of counselling psychology 
(Strawbridge & Woolfe, 2003). This implies that counselling psychologists are 
supposed to adopt interventions and therapeutic models, which have support in 
research evidence. However, rather than employing the notion of ‘science’ in the 
traditional sense, i.e. ‘objectivity’, ‘technical rationality’, value free enquiry, 
measurability and randomised controlled trials, counselling psychology goes 
beyond this paradigm. Counselling psychology embraces a subjective methodology, 
value basis for practice, qualitative research and negotiates between different 
perceptions and views of the world, without claiming the existence of one objective 
truth. It is vital to redefine what we mean by ‘science’, in order to clarify what 
‘evidence-based’ means in counselling psychology, in order to avoid becoming part 
of the medicalized form of practice and research (Strawbridge & Woolfe, 2003). In 
my own clinical work with clients, psychological theories and research have always 
informed and guided practice.
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Hence, through learning about both qualitative and quantitative methods on the 
course, I could integrate theories and research in an informed way.
In my qualitative research endeavour to portrait refugee children’s subjective 
experiences and meaning making, I employed a Voice-relational framework 
(Brown. Debold, Tappan & Gilligan, 1991; Brown & Gilligan, 1992, 1993; 
Gilligan, 1982; Gilligan, Brown & Rogers, 1990), which places an emphasis on 
relationship and hearing silenced voices on the participants’ own terms and in their 
own words. Due to my psychological knowledge in this field, the study was 
informed by the importance of breaking silence and denial, especially in refugee 
families (Almqvist & Broberg, 1997), as children often silence themselves to 
protect their parents (Melzak, 1992). The project was also influenced by my own 
experiences as a refugee child, which evolved the analysis to a subjective 
methodology. The relational and collective aspect of these children’s lived 
experiences was very present in their stories. I was struck by the resilience of these 
children and tried to offer a non-pathologising approach in my study, including a 
departure from the label of post-traumatic stress. Both in my study and in 
therapeutic work, I have seen my role as breaking silence and ‘bearing witness’ and 
acknowledgement to refugee experiences (Lira & Weinstein, 1984; Blackwell,
1997).
I have been able to integrate my knowledge in this field with my clinical practice, 
which is illustrated in the example below. It has made me aware that a 
therapeutically integrative approach is particularly important in work with refugees, 
because of the cultural, political and contextual issues involved. In this sense, 
counselling psychology lends itself to work with refugees. However, core notions, 
such as ‘ self-actualisation’, capacity for self-determination and personal 
responsibility are very specific to western culture, and might not apply to the reality 
of the client. Additionally, the issue of power inequality and political discourses, 
which form a background noise in any therapeutic relationship, becomes
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particularly pertinent with this marginalised group of people and needs to be 
addressed (Papadopoulos, 2001).
In my third year of training, I worked with Mrs Saj, a 30-year old refugee, who 
presented with symptoms of post-traumatic stress (PTSD). After her flight from her 
homeland, where she had been tortured, raped and witnessed horrific scenes of war, 
she had also lost contact with her entire family. After having assessed her, my 
supervisor claimed that she had symptoms of post-traumatic stress (PTSD), and 
traits of a dependent personality disorder (DPD), which had probably precipitated 
the PTSD symptoms. When I began working therapeutically with Mrs Saj, I noticed 
that this woman had not only experienced horrific things, but also she had also lost 
all her family, her social network, community and country. By employing cognitive 
behavioural techniques, such as relaxation, distraction and anxiety management 
techniques, Mrs Saj was able to reduce her anxiety levels. I also put a lot of 
emphasis on not silencing her, empowering her, ‘bearing witness’ to her 
experiences and acknowledging what had happened, using a more person centred 
approach (Rogers, 1951; 1961). Additionally, I understood Mrs Saj’s post-traumatic 
stress symptoms as a normal reaction to abnormal circumstances (Adam & 
Reidesser, 1993; Van der Veer, 1998) to avoid pathologisation. In regards to the 
label ‘dependent personality disorder’, Mrs Saj had been in a close collective 
society and community all her life, and had currently lost all of that and now had to 
be independent and adapt to this country. In western psychiatric terms, perhaps the 
inability to do this is compatible with a DPD diagnosis, as my supervisor argued. 
However, in my view, Mrs Saj’s experiences needed to be understood within her 
cultural and social context. The DPD label would only perpetuate a marginalisation 
of her, as in her culture she would not be considered dependent, but part of a 
collective community. Working with Ms Saj brought up many emotions, especially 
in regards to my own refugee experiences and my political views, which implicitly 
impinged on our work. In my own personal therapy, I could reflect upon the strong 
emotions that arose and how I wanted to be her ‘rescuer’. This helped me to clarify 
to her and myself what my role was as her therapist.
According to Lampropoulos, Spengler & Dixon (2002), psychotherapy integration 
and the scientist-practitioner model are compatible and complement each other, and 
they outline psychotherapy integration as the key ingredient in being a scientist- 
practitioner. Additionally, with the climate of increased accountability, practitioners 
have become increasingly aware of the need to monitor and evaluate their clinical 
work (Elton Wilson & Barkham, 1994) and use evidence based therapeutic 
interventions. It can be questioned to some extent how something so subjective as 
therapy and therapeutic outcome can be evaluated by ‘objective’ measures. 
However, I have evaluated my clinical practice in several different ways, even 
though these have been mainly conventional ‘objective’ methods employed by the 
services where I have worked. I am not sure about how much they tell us about the 
client’s experience or progress through therapy. In my first year, I utilised the GAP 
(Global Assessment of Functioning) and the GHQ (General Health Questionnaire) 
before and after therapy, to see whether the clients’ general health had improved. In 
my third year, I also employed different questionnaires, such as the Beck 
Depression Inventory and Beck Anxiety Inventory, at the beginning and end of 
treatment to ‘measure’ client change. Additionally, in all of my placements I have 
also asked for feedback from my clients towards the end of therapy.
Clinical Practice Integration
The path towards becoming an integrative practitioner consisted of learning theory 
and practice in three different approaches. It provided a thorough grounding in each 
approach and gave me the opportunity to think about clients from different 
therapeutic and theoretical frameworks.
Year One: Establishing an environment for growth.
The first year of training as a counselling psychologist had a humanistic person- 
centred focus (Rogers, 1951; 1961). The humanistic or person centred approach 
originates from the ideas of Rogers (1951, 1961) and Maslow (1968). The client is
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viewed as striving for ‘self-actualisation’, fulfilment and transcendence. The 
therapeutic relationship emphasises the reduction of status and power of the 
therapist, and humanistic therapy is client-led.
The above title, referring to year one, is a metaphor for what I was attempting to do 
in my clinical work, as well as for my own progress as a counselling psychologist. 
My first placement was in a psychology service in a primary care setting in a 
general practitioners surgery. I worked mainly with brief interventions (6-12 
sessions) from a humanistic perspective. Because my supervisor was a chartered 
counselling psychologist, this gave me the opportunity to conceptualise clients from 
a variety of different approaches: humanistic, psychodynamic and cognitive 
behavioural. I think that at this initial stage I struggled to reconcile these models’ 
fundamental differences in their view of the person and the task of therapy. 
However, I found Kohut’s (1971) self-psychology to be a useful bridge between the 
humanistic and psychodynamic approaches. For Kohut the therapeutic relationship 
and the transference are central. He emphasises empathy as the main therapeutic 
tool, through the integration of psychoanalysis with humanism. With one of my first 
clients, Ms Crawford, I was able in supervision to reflect on our work from a 
psychodynamic perspective (Klein, 1946; Kohut, 1971), which opened up another 
avenue to understanding and empathy.
Ms Crawford was referred to the psychology service due to depression and 
unresolved grief. Her brother had committed suicide 7 years prior and Ms Crawford 
described feeling overwhelmed by this event. Additionally, she reported constant 
criticism and demands from her family. Wertheimer (1991) suggests that people 
who are bereaved by suicide can be left feeling ‘abnormal’ in their search for 
answers, as suicide is often more sudden and violent than other bereavements. 
Informing the client of this research helped to ‘normalise’ Ms Crawford’s grief, 
who described feeling as if she was “going mad”, and to move to a place of 
acceptance of she might never know the reason why her brother took his life. Ms 
Crawford reported her childhood environment as lacking praise, love and
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appreciation, and described it as a place where ‘children were seen, but not heard’, 
where she could never live up to her parents’ expectations. Consequently, she 
suffered from feelings of inadequacy, fear of failure and low self-esteem in relation 
to others. It seemed Ms Crawford had constructed a ‘false self (Kohut, 1971), 
which was demanding, perfectionistic and intrusive. She openly demanded answers 
and total responsiveness from me, and in the countertransference I started to 
experience feelings of inadequacy, failure and performance anxiety. For me 
personally, it was a highly uncomfortable experience, which might have been 
enhanced because of my own anxieties about being inadequate and fear of 
disappointing others. As my supervisor worked psychodynamically with the 
transference-countertransference relationship, she helped me understand that those 
feelings were perhaps my client’s, and through projective identification (Klein, 
1946) I was experiencing how it was to be in Ms Crawford’s shoes in relation to 
others. In projective identification the client projects the unwanted feelings onto the 
therapist, who identifies with those emotions and experiences them. I could then 
conceptualise this phenomenon as a route to empathy (Winnicott, 1949), and was 
therefore able to link this approach with the humanistic approach.
By understanding this process, I was able to empathise with Ms Crawford’s ‘true’ 
and vulnerable self. Through my empathie interpretation (Kohut, 1971) of the 
transference and the projective identification, Ms Crawford felt understood and 
accepted. Her insight seemed to bring a shift in the therapeutic relationship, where 
she could begin to explore her vulnerable and angry self in a safe environment. I 
attempted to theoretically integrate in my approach to this client. By using the 
humanistic core conditions of unconditional positive regard, empathy and 
congruence, an environment for growth was established, and by integrating a 
psychodynamic conceptualisation of Ms Crawford’s difficulties and the process, by 
empathie interpretation, projective identification (Klein, 1946), containment (Bion, 
1962) and mirroring (Kohut, 1971), a developmentally reparative relationship could 
be provided (Clarkson, 1995).
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Year Two: Becoming a ‘good enough ’ therapist.
The second year of training provided an extension of the learning I had done in my 
1st year, in terms of integrating different psychodynamic theories and practice. At 
the heart of the approach lies the concept of the unconscious (Bateman & Holmes,
1995) and it is assumed that unconscious processes and fantasies are enacted in the 
transference. This results in the identification of repetitive patterns of relationships 
and the transference is interpreted and ‘worked through’ in the therapeutic 
relationship (Holmes & Bateman, 2002).
My placement in the second year of training was in a child and adolescent mental 
health service. I worked mainly psychodynamically, with children and adolescents 
aged between 7 and 18 years. My supervisor was both a consultant clinical 
psychologist and a psychoanalytic psychotherapist, which gave me an opportunity 
to integrate psychodynamic psychotherapeutic theories with psychological research 
and theories, especially in regards to child development. I found that the work with 
children demanded a great deal of flexibility and creativity, and often came to use 
means of non-verbal communication. For instance, I integrated techniques of 
imaginative play, such as drawing, working with clay and play dough and playing 
with dolls and a dollhouse (Axline, 1969; Freud, 1979; Oaklander, 1988).
The work at my placement also included liaison work with different agencies and 
parents, which meant that I had to integrate working with the system around my 
clients, with a very boundaried psychodynamic therapeutic approach. This was a 
difficult enterprise, as the psychodynamic approach is at times very rigid in its view 
of the therapeutic frame etc. Additionally, I felt critical of the overemphasis on 
interpretation of the transference, without giving enough consideration to real life 
factors. Levant & Shlien (1984) argue that the transference is only shorthand for the 
therapeutic interaction, and therefore it can sometimes obscure the realities of the 
relationship. My own view of the psychodynamic approach is concerned with both 
unconscious and intrapsychic elements, as well as the context and reality of the
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client. To some extent, actions can be interpreted in terms of having unconscious 
meaning, which can help a client gain insight into their internal world. However, if 
an element of reality of life situation and context is not recognised, it can be 
damaging, as implicitly there is a sense of ‘responsibility’ or even ‘blame’ put upon 
the client. Consequently, anything the client says or does can be interpreted in terms 
of unconscious communication, which inflates the power inequality in the 
relationship. In my own personal therapy, which in the second year was 
psychoanalytic psychotherapy, I found the over-reliance on interpretation of 
occurrences as unconsciously driven by me difficult to reconcile, as my real life 
situation was not taken into account.
In my therapeutic work with Mr Farrell, an 18-year old student, I integrated an 
object relational approach with attachment theory and developmental theory of 
adolescence. Mr Farrell came to the service after a referral from his general 
practitioner due to bereavement and strained family relationships. It transpired early 
on in therapy that loss and rejection had been important themes throughout Mr 
Farrell’s life, such as his father leaving, his grand father’s death and his mother 
remarriage. The loss of his grandfather made Mr Farrell’s identity formation 
process difficult (Erikson, 1968) as he lacked an available male figure to identify 
with and who would support him, as his other relationships were highly conflictual. 
With what seemed to be an anxious-avoidant pattern of attachment (Bowlby, 1969) 
Mr Farrell appeared self-sufficient and resourceful, but avoidant of closeness. Mr 
Farrell described feeling unable to grieve, and Parkes (1991) links a denial of grief 
to an anxious-avoidant attachment pattern. Bowlby (1981) describes individuals 
with avoidant patterns of attachment as feeling uncomfortable in close relationships, 
as closeness is connected to feelings of shame and they are sensitive to being 
controlled in relationships. Hence, safety is sought in independence (Hopkins, 
1999). Mr Farrell’s fear of loss and rejection became apparent in the transferential 
relationship through his difficulties leaving every session, simultaneous denial of 
usefulness of therapy and significance of our relationship, and repeated verbal 
accounts of self-sufficiency.
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I conceptualised this as a defence against dependence, where feelings of shame and 
fear of being rejected were triggered.
Several weeks before the end of therapy, Mr Farrell ceased coming to therapy. In 
my countertransference, I felt rejected by the client. By bringing this to my personal 
therapy, I could work through that my own fear of rejection had impinged on our 
work. After telephoning Mr Farrell, he came back and reported that he thought that 
our last session had been the week before. This was paradoxical, as we had since 
the beginning of therapy made the ending clear. By using the ‘triangle of person’ 
(Menninger, 1958), I made an interpretation, where I hypothesised that the end of 
therapy (here and now) reminded him of being rejected by his mother (distant past). 
The fear of rejection also seemed to have been triggered in relation to his girlfriend 
(recent past), where he considered breaking things off before she did. In order to 
avoid the feelings of humiliation, it seemed that he had unconsciously rejected me 
before I could reject him, and end therapy.
After this interpretation of the unconscious process there was a shift in the 
relationship. Despite his facade of self-sufficiency, Mr Farrell started to bring a 
more vulnerable and regressed side to therapy, where he would tell me about 
‘teenage’ behaviours, such as drinking too much and trying drugs, even coming to 
the session intoxicated once. He also described wanting to commit suicide at one 
point. I understood this unconscious communication as an ‘attack’ (Klein, 1946) 
upon our work, as well as testing out the boundaries and see whether I did care 
about him. Through my survival of these attacks, and the upholding of the 
boundaries, it seemed that Mr Farrell was able to internalise a different object 
relationship (Winnicott, 1971). Through ‘holding, integration and personalisation’ 
(Kernberg, 1995) and the empathie and protective environment of the ‘good 
enough’ mother, where I had attempted be the ‘good enough’ therapist, Mr Farrell 
was able to work through his loss and change aspects of his relationships.
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In the above example, I wanted to demonstrate how I used theoretical integration to 
blend different psychodynamic theories in my conceptualisation of Mr Farrell.
Year Three: Providing the reparative relationship.
The third year of training was one of trying to grasp the concepts of the cognitive 
behavioural approach (CBT). I felt critical about the emphasis on techniques and 
‘doing to’, following the experiences of working from a psychodynamic perspective 
in my second year of training. It was yet again through focusing on the therapeutic 
relationship in CBT (Padesky, 1994; Safran, 1990), that I was able to reconcile 
these difficulties.
My third year work placement was in a community mental health team (CMHT). 
This year I had the opportunity to integrate various theories and research into my 
clinical practice, as my supervisor was a chartered counselling psychologist and 
hence an integrative practitioner. I was able to integrate a cognitive behavioural 
perspective, with schema focused (McGinn & Young, 1996; Young, 1990) and 
psychodynamic approaches. I was mainly working from a cognitive behavioural 
perspective with my clients, both with short term (10-12 sessions) and longer-term 
(up to 1 year) contracts, with clients with severe and enduring mental health 
problems. The cognitive behavioural approach was preferred by the service and my 
supervisor due to its efficacy (Blackburn, 1988; 1995; Rush, Beck, Kovacs & 
Hollon, 1977; Williams, 1992). As most of my clients had interpersonal difficulties 
or severe and chronic problems, a purist traditional cognitive behavioural approach 
was difficult to employ. Hence, establishing a stable therapeutic relationship 
became increasingly important. Additionally, it seemed important to be client-led in 
this context as research (Pretzer & Fleming, 1989) has suggested that interventions 
are most effective when based on an individualised conceptualisation of the client’s 
problems. However, in my struggle of coming to terms with the cognitive 
behavioural approach, I found myself falling into the trap of focusing on ‘doing to’ 
rather than attending to process and the therapeutic relationship. I think it was the
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lack of techniques in supervision and practice, that made me think this was the area 
that I needed to develop, and in the process I temporarily lost sight of the 
individuality of the client, context and the therapeutic alliance.
By briefly discussing my work with Mr Davies, I want to demonstrate how I 
managed to I integrate cognitive behavioural techniques and schema theory with a 
focus on the therapeutic relationship as a tool for change. Mr Davies was in his mid 
twenties and referred for anxiety, panic attacks and interpersonal difficulties. Mr 
Davies described a paranoid tendency to assume that people were laughing at him 
or talking about him. He also had low self-confidence, and remembered feeling 
‘inferior’ to others even as a child. As his greatest concern was his anxiety and 
panic attacks, we mutually decided to ‘tackle’ these issues first. Research evidence 
supports efficacy of CBT with anxiety (e.g. Borkovec & Costello, 1993; Butler, 
Cullington, Hibbert, Klimes and Gelder, 1987b) and panic disorders (Beck, 1988). 
With a cognitive behavioural focus, I started introducing the CBT model of anxiety 
(Beck, 1976) to the client. I noted, however, that Mr Davies seemed uncomfortable 
in the session and on one occasion he became defensive and angry with me, which 
seemed to have been triggered by me smiling. I immediately linked this to what he 
had told me about himself in relation to other people. According to Beck, Freeman 
et al. (1990) the ‘taken for granted’ assumption of a collaborative therapeutic 
relationship can not be assumed with clients with interpersonal problems. I seemed 
to have assumed just that, without considering that one of Mr Davies’ difficulties 
was in the realm of the interpersonal.
I did an ‘interpersonal marker’ of this response (Rice & Greenberg, 1984; Safran, 
1984; Safran & Segal, 1990), which I brought back in another session. This means 
that I noted his response as a useful point for further inquiry. After some cognitive 
exploration, Mr Davies described thinking that I had been laughing at him and that I 
was deliberately testing him to see his reaction. These revelations brought us in a 
different direction, where we identified Mr Davies’ core beliefs about himself as 
inferior, others as manipulative and the world as dangerous and unpredictable. 
These beliefs had surfaced in the relationship and subsequently allowed Mr Davies
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to use the therapeutic relationship as a ‘laboratory’ (Padesky, 1994) for challenging 
and disconfirming these beliefs. Schema-theory was especially important in the 
establishment of the therapeutic alliance as an arena for change (Safran, 1986; 
Safran & Segal, 1990). While constantly having this relationship dynamic in mind, 
we were now also able to do some cognitive behavioural work on Mr Davies’ 
anxiety and panic, which was rooted in the core beliefs. By the end of therapy, Mr 
Davies was able to enjoy social gatherings and his scores on the Beck anxiety 
inventory had reduced to a sub-clinical level. By giving him a ‘corrective emotional 
experience’ (Kahn, 1997), a reparative relationship was provided, where Mr 
Davies’ beliefs and assumptions about self-other interactions had been disconfirmed 
in the therapeutic relationship.
Supervision
As can be derived from the above descriptions, the individual supervision 
throughout my three years as a trainee counselling psychologist has been 
invaluable. In my placements, specifically in the first and second year they created 
the secure base (Bowlby, 1969) from which I could explore different therapeutic 
models and ways of working with a variety of clients.
I have also found it immensely helpful to discuss concerns, ethical issues and 
transference phenomenon and my own countertransference feelings. At times, 
parallel processing (Clarkson, 1995) in supervision, where I acted out 
identifications with my client, was a helpful path into understanding the client. I 
have also noticed how heavily I relied on supervision in my first and second year. 
Now, rather than bringing all of my cases, I can select cases that I need to discuss, 
and feel more confident with my own internal supervision (Casement, 1995).
Group and peer supervision has also been very helpful to my work. In group 
supervision, I was able to ‘free’ myself up to more creative and flexible ways of 
working, as I was not to such an extent constrained by the setting and placement
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directives. Parallel processes were also very useful to reflect on in the group, as this 
informed me about what was happening intrapsychically within the client or 
between myself and the client.
Personal therapy
It has been said that the therapist can only take the client as far as he/she themselves 
have gone (Rowan & Jacobs, 2002). By becoming a client in my own personal 
therapy, I was able to experience being on the receiving end of interventions and 
interpretations. Consequently, it has helped me ‘being with’ my clients. In 
accordance with my experience, I think that when a therapist themselves becomes a 
client, this shatters their illusion of omnipotence and ‘health’ (therapist) vs 
pathology (client). Hence, the client becomes less pathologised and powerless in the 
therapeutic relationship. As Rogers describes: ‘ I think it is only as the therapist 
views himself as imperfect and flawed that he can see himself as helping another 
person. Some people who call themselves therapists are not healers, because they 
are too busy defending themselves’ (Baldwin, 2000, p. 36). However, I 
acknowledge that the ‘health’ obtained of having had therapy, could also put 
therapists in a position of increased power in relation to their clients, who have not 
had therapy, and clients could thus be constructed as ‘pathological’.
I think that my personal therapy has helped me immensely in becoming an 
integrative practitioner, by having both humanistic and psychoanalytic 
psychotherapy. It also helped me to understand transference and 
countertransference, and separate the two. One example is my difficulty with 
endings and losses, due to my own early experiences of loss and separation. In my 
second year of training, as I was working with children and young people, I thought 
that giving them something from therapy, for example a drawing we had made 
together would make the ending easier. By bringing my own anxiety about endings 
to personal therapy, I became aware of that I was the one who wanted them to hold 
me in mind after the end, rather than vice versa.
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This made me realise that I had to give my clients the choice to forget about therapy 
and me.
Concluding comments
Writing this paper has been a journey of exploration and discovery. I have tried to 
convey my own personal account of integration, where I have attempted to integrate 
psychological and psychotherapeutic theory, clinical practice, research, supervision, 
personal therapy, political, social and contextual factors. I agree with Clarkson
(1995), who argues that we have to look beyond ‘schoolisnT, and think 
pluralistically. Integration and pluralism is the essence of today’s society, which 
means that practice has to follow that evolution, be client-led and provide the 
appropriate mix of approaches, interventions and relationship styles. The end of my 
training is the beginning of a life-long journey of integration of theory, practice, 
research and personal development. It appears to me that through continued 
experience, learning, personal development and maturation this process is a never 
ending journey, without a point of arrival. In my view, this is an inherent part of 
being a counselling psychologist, to bear ambivalence, uncertainty and be in 
constant evolution, without the illusion of ‘knowing’ or having arrived.
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Introduction to the Research Dossier
This dossier contains one literature review and two pieces of empirical research. 
The literature review has examined research concerned with refugee children, their 
experiences and mental health. Three areas of research were identified: firstly, the 
literature that considers refugee children’s mental health and has identified them as 
a group at risk of developing psychological problems. The second area of research 
focuses on psychiatric symptoms, trauma and post traumatic stress, which is applied 
to refugee experience. The final area of research addresses refugees and their own 
experiences, in the form of case studies and writings on therapeutic practice. A gap 
was identified in terms of research reflecting refugee children’s experiences from 
their own perspective.
The first piece of research is a qualitative study, which attends to refugee children’s 
and adolescents experiences and stories in their own words. It explores the 
meaning these children and adolescents have made of their experiences and draws 
insights from their own narratives. After conducting this study a question arose in 
regard to how these and other children make sense of and integrate their refugee 
experiences as adults.
The second piece of research is a quantitative study addressing the long-term effects 
of child refugee experience. It compares adults with and without refugee 
experiences on a number of measures, two of which refer directly to their childhood 
experiences and their current consequences. The aim of this study was also to 
challenge the tendency in mental health to diagnose refugees and put them within a 
psychopathology framework.
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Strangers in a strange land: The voices of refugee children.
Abstract
This paper aims to review research concerned with refugee children’s mental health
and experiences, in order to investigate current perspectives and the implications for
counselling psychology. The consequences of refugee children’s experiences have
been mainly explained in terms of psychopathology, in particular post-traumatic
stress disorder. However, more recent research has attempted to broaden the
spectrum of paradigms utilised to explain these children’s situation. The silencing,
marginalisation and pathologisation of refugee children are discussed and
questioned and the need for more culturally and contextually sensitive research is 
emphasised.
98
Introduction:
- Maryam sat at the edge of the sandbox and shaped the sand with her hands. She 
hid her own hand in the sand and said that you cannot find things that are lost. She 
talked about her grandmother again and said that you cannot see people in another 
country. She continued to hide things in the sand for as long as she was permitted’.
(Almqvist & Branded- Forsberg, 1995, p. 233)
This is an illustration of a 6-year old refugee girl’s experience and manifestation of 
loss and separation from her psychological mother. Refugee children are a group 
confronted with multiple issues concerning loss, grief, trauma, separation, identity, 
etc. It is generally known that the experience of fear of violence, killing and torture 
and the resulting family disruption, which lead people to become refugees, also 
increase the risk for psychological distress and mental health difficulties (Aheam & 
Athey, 1991; Rousseau, 1998; Williams & Westermeyer, 1986). The present 
literature review will attempt to give an account of the experiences of refugee 
children and their impact, including the psychological consequences of these 
experiences.
The literature on refugee children reviewed in this paper can be divided into three 
areas. Firstly, there is the area of early research on the mental health of refugee 
children. This research typically identifies them as a group vulnerable to 
psychological and psychiatric problems (Rutter, Yule, Berger, Yule, Morton & 
Bagley, 1974). Secondly, there is the literature on symptoms, trauma and post - 
traumatic stress disorder (PTSD). This also refers to primarily a psychiatric 
approach centred on psychopathology (Becker, Lira, Castillo, Gomez & Kowalskys, 
1990; Jensen & Shaw, 1993; Punamaki, 1989; Rechtman, 1992). Both these groups 
of studies tend to overlook children’s personal experiences and own reports and 
attend exclusively to the pathological symptoms and manifestations of trauma. The 
experiences of refugee children, however, have been illuminated by a third area of 
research. This includes case studies and writings on therapeutic and counselling
99
psychology practice with these children (De Levita, 1992; Melzak, 1999). In fact, a 
limited number of systematic studies have addressed refugee children’s direct 
experiences from their own perspective (Almqvist & Broberg, 1997; Miller, 1994, 
1996).
In terms of counselling psychology, the importance of evidence based practice is a 
cornerstone, where research and theorising are seen as foundations for the 
development and improvement of counselling psychology research and practice. 
The theorising in the field of refugee child therapy has been limited, as has 
currently been noted by Angel, Hjem & Ingleby (2001). In their view, most 
treatments have been based upon principles from psychodynamic psychotherapy 
and most studies concerned with refugee children have been concerned with one 
single link, which is that between extreme events and post-traumatic stress disorder 
(PTSD), while not looking for others. They claim that one point, repeatedly 
emphasised, is that of how difficult it is to develop any standardised treatment for 
children on the basis of their trauma, when other factors are also involved.
The aim of this review is to consider current research in the search for refugee child 
experiences, and how these children have been portrayed and studied within the 
realm of psychology. It also aims to raise some questions concerning the emphasis 
in contemporary research with refugee children, as to what extent the experiences of 
refugee children can be reduced to a matter of mental health (Summerfield, 2000), 
and also what ideas are brought in regards to treatment. Because of the limited 
amount of studies with refugee children, I have included studies on refugee 
adolescents, literature concerned with the experiences, mental health and 
psychopathology of adult refugees and immigrant children. I am aware of that their 
experiences can be quite different from that of refugee children, thus these research 
findings and literature must be treated with caution and conclusions drawn about 
this research might not be applicable to refugee children.
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The mental health of refugee children
It has been outlined that refugee children as a group are vulnerable to psychological 
and psychiatric problems (Eisenbruch, 1988; Rousseau, 1995; Williams & Berry, 
1991). Often, the experiences of refugee children are the most stressful any person 
can undergo (Suarez-Orozco, 2000). They are stripped of many of their sustaining 
relationships, family, friends, culture and language. The refugee child and the whole 
refugee family are in transition, presenting a range of issues concerning culture, 
communication, depression, grief, disorganisation and separation (Lappin & Scott, 
1982). The changes associated with flight can be highly disorienting and nearly 
inevitably lead to a feeling of loss (Ainslie, 1998; Grinberg & Grinberg, 1989).
Early studies on refugee and immigrant children’s psychological well being have 
been heavily reliant on teachers’ and parents’ reports (Cochrane, 1979; Kallarackal 
& Herbert, 1976; Rutter et al., 1974). Clearly, these studies have contributed to 
identifying refugee children as a group at risk for mental health problems. Rutter et 
al. s (1974) study found that teachers reported more behavioural problems in West 
Indian immigrant children than in non-immigrant children, however, parents did 
not. Rutter et al. explained this difference as immigrant children behaving 
differently at home than at school and also acknowledged racism and cultural 
factors as possible reasons for this difference. Similarly, differences have been 
found between immigrant and non-immigrant children in terms of mental health 
problems. Cochrane (1979) reported that West Indian immigrant children had 
higher rates of admission to mental hospitals than British children. The findings 
were explained in terms of a theory of differential selection for migration. In other 
words, the immigrants who had greater rates of admittance to psychiatric hospital 
had been selected (by themselves or by some more or less formal process) because 
of their psychological instability. In this study children were not asked to participate 
and a large part of parents’ reports were discarded, which meant Cochrane relied 
heavily on the reports of teachers. In terms of being at risk for psychological 
problems, Geltman, Augustyn, Barnett, Klass and Groves (2000) reported that large
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numbers of Bosnian refugees are likely to have experienced traumatic war 
experiences and were at risk for behavioural symptoms.
The findings of Sowa, Crijnen, Bengi-Arslan and Verhulst (2000) supported the 
claim that migration history alone does not contribute to problem behaviour, but 
that problem behaviour is associated with high levels of separation and not being 
integrated into the host society. Another study by Munroe-Blum, Boyle, Offord and 
Kates (1989) countered the results of the previous studies. They reported that 
immigrant children did not show increased risk for psychiatric disorder, and that 
they used mental health services and social services significantly less than non­
immigrant children.
One major shortcoming with this type of research is that it relies heavily on parent 
and teacher reports, which have been found to be unreliable in terms of making an 
appropriate assessment (Pawliuk, Grizenko, Chan-Yip, Gantous, Mathew & Ngyen,
1996). None of these studies used reports from children to obtain insight into the 
experiences of children. Guamaccia & Lopez (1998) argued that studies reliant on 
teacher reports might overdiagnose conduct disorders in immigrant children, unless 
it is identified whether the behavioural problems are intrinsic to the child or the 
product of a dysfunctional social environment. Refugee children’s experiences have 
been somewhat overlooked and underestimated, also because parents usually think 
children might have forgotten experiences or traumas (Almqvist & Broberg, 1997) 
or underestimate the child’s distress and problems (Earls, Smith, Reich & Jung, 
1988; Yule & Williams, 1990). Udwin (1993) explained that this underestimation 
might be due to the overwhelming distress of the adult him/herself, or due to their 
reluctance to acknowledge the full extent of the atrocities their children have 
experienced. Another argument is that adults and children experience things 
differently. Hinton (2000) argued that children do not share adults’ concepts of 
abandonment, and that in refugee camps the supportive relationships that children 
rely on are actually more available to them. Pawliuk et al. (1996) found significant
102
differences in immigrant children and adult experiences in terms of acculturation 
patterns.
Many refugee children have been reported to internalise their problems (Kinzie & 
Sack, 1991; Rousseau, 1993); thus it is difficult for an observer to tell their inner 
emotions and problems. For example, Zivcic (1993) reported that refugee children 
tended to protect their parents by keeping quiet about their suffering. Ajdukovic and 
Ajdukovic (1998) included children's self reports in their investigation of the impact 
of displacement on the psychological well being of refugee children in Croatia. The 
authors stated that the children themselves were interviewed because the mothers in 
the families were so overwhelmed by problems, and could not recognise their 
children's difficulties. Thus, the validity and reliability of research relying heavily 
on parents’ and teachers’ reports is questionable, especially due to the 
internalisation of symptoms in children, which makes it difficult to detect problems 
and understand their experiences. Edelman (1987) postulated that children are the 
easiest people to ignore and, interestingly enough, refugee children have been 
neglected as a population worth listening to. They have been silenced and 
somewhat ignored by their host societies, perhaps even in the field of psychological 
research.
Symptomatology, psychopathology and PTSD.
As refugee children are considered to be at high risk for mental health problems 
because of the extreme stressors in the pre- and post- migration periods 
(Eisenbruch, 1988; Rousseau, 1995; Williams & Berry, 1991), more recent research 
has focused upon the identification of the specific psychological symptoms found in 
these children. Pardekooper, de Jong & Hermanns (1999) reported an increase in 
traumatic events, daily stressors and more psychological complaints and symptoms 
in Sudanese refugee children in Uganda compared with Ugandan children. 
Additionally, these children had lost a considerable part of their social network. 
Ekblad (1993) noted that the most common symptom in Yugoslavian refugee
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children in Sweden was homesickness, followed by depression and somatic 
symptoms. Marsella, Bomemann, Ekblad and Orley (1994) reported that risk 
factors for mental health problems were direct experiences with violence, apathetic 
or unstable mother, greater length of time spent in Sweden, father with higher 
education level, lack of proper information about the flight from the home country, 
somatic symptoms, depression, homesickness and reduced interest in school.
Refugee children’s mental health has been a developing area of research. Some 
studies have investigated young refugees’ mental health in camps (Felsman, Leong, 
Johnson & Felsman, 1990; Mollica, Poole, Son, Murray & Tor, 1997; Savin, Sack, 
Clarke, Meas, et al., 1996). Other reports were concerned with describing refugee 
children after the arrival to a new country (Kinzie, Sack, Angell, Manson & Roth, 
1986; Rousseau, Drapeau & Corin, 1996). Some of these studies have described 
symptoms (Cohn, Danielson, Holzer, Koch, Severin, Thorgerson & Aalund, 1985; 
Hjem, Angel & Hpjer, 1991; Williams & Westermeyer, 1983) and psychiatric 
disorders (Mollica et al., 1997). Papageorgiou, Frangou-Garunovic, lordanidou, 
Yule, Smith & Vostanis (2000) described the pattern of psychopathology in a 
sample of refugee children from Bosnia. Self-reports from children were obtained 
using measures for depression, anxiety and post traumatic stress disorder (IE-scale), 
where half the children were found to be clinically depressed and 2/3 had symptoms 
of post-traumatic stress.
At the most dramatic end of the stress and symptom spectrum, is the diagnosis of 
post-traumatic stress disorder. Since the acceptance of PTSD as a diagnosis in 
DSM-III in 1980, the knowledge about psychological reactions in children exposed 
to violence and danger has grown considerably (Almqvist & Brandell-Forsberg,
1995). The importance of traumatic stress exposure has been discussed 
continuously (Garmezy & Rutter, 1985; Schwarz & Kowalski, 1991). Several 
researchers outside the area of refugee research have conducted detailed studies of 
children’s reactions to traumatic events. Symptoms found among these children 
have included sleep disturbances, loss of developmental skills and persistent and
104
intrusive thoughts. Terr (1988) explored children’s reactions following psychic 
trauma before the age of 5 and found that these children were able to verbalise their 
experiences. Additionally, Earls, Smith, Reich and Jung (1988) investigated 
consequences of disaster in children. Both parents and children were interviewed to 
identify children with PTSD diagnoses. The importance of interviewing children 
directly was stressed, as children reported more anxiety symptoms than their parents 
reported for the children. PTSD symptoms were also reported, however, none of the 
children met the full criteria for post-traumatic stress disorder.
The diagnosis and concept of post-traumatic stress disorder has also been applied to 
refugee children and adolescents (Carlin & Sokoloff, 1985). For example, Kinzie 
and colleagues (1986) interviewed 46 adolescents originally from Cambodia, who 
had survived the Pol Pot regime. They found that 20 suffered from PTSD, 5 from 
major depression and 16 from other affective disorders. Subsequently, Almqvist & 
Broberg (1999) showed that the prevalence of PTSD did not decrease with time, but 
that other symptoms decreased over time. Symptoms such as anxiety, recurring 
nightmares, insomnia, secondary enuresis, introversion, anxiety and depressive 
symptoms, relationship problems, behavioural problems, academic difficulties, 
anorexia, and somatic problems (Allodi, 1980; Arroyo & Eth, 1985; Cohn, Holzer, 
Koch & Severin, 1980; Gibson, 1989; Hjem, Angel & Hojer, 1991; Kinzie et al., 
1986, 1989, Krener & Sabin, 1985; Williams & Westermeyer, 1983) have been 
identified in refugee children and adolescents. In a review of the literature, 
Guamaccia and Lopez (1998) aimed to identify factors influencing refugee 
children’s mental distress and resilience, and they concluded that overall, refugee 
and immigrant children did not suffer from worse mental health than non immigrant 
children, especially in terms of psychiatric disorders.
The ascription of diagnosis can be thought of as facilitating the detection of serious 
problems and differentiating between biologically based disorders and other 
problems (Espino, 1991; Sack, McSharry, Clarke, Kinney, Seeley & Lewinsohn, 
1994). Burgin (1993) also stressed the significance of recognising refugee
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children’s problems, and giving them a name. Additionally, the diagnosis of PTSD 
and other disorders has to some extent shown to be beneficial in terms of treatment 
and understanding the symptomatology of traumatised children. However, its 
applicability to refugee children has been questioned by several researchers 
(Rousseau, 1995).
One issue that comes to mind is that of the cultural specificity of symptoms. Kinzie 
and colleagues (1986, 1989) and Sack et al. (1993, 1994) described the 
predominance of internalised symptoms among Cambodian refugee children and 
adolescents. They emphasised the differences between American children subjected 
to a significant stressor, whose symptomatology was behavioural problems with 
acting out, and Cambodian children, who tended to internalise their problems. 
According to these researchers, these avoidance behaviours should be interpreted as 
a function of traditional Cambodian values, where the tolerance for externalisation 
of conflict, in the form of behaviour problems, is minimal. There has been a 
predominance of internalising symptoms in a variety of refugee children (Axelrod, 
Telia & Rav, 1980; Rousseau, Corin & Renaud, 1989; Rousseau, Drapeau & Corin, 
1996). This questions the assumption that culture has a dominant effect on the 
display of emotional problems. Thus, because all these children had been exposed 
to significant pre-migration trauma, with extraordinary amounts of stress, it is 
possible that the internalising symptomatology stems from a particular context of 
acute stress, generated by war and armed conflicts, rather than a manifestation of 
their cultural style of coping with problems and trauma (Rousseau, 1995).
Today, there is a substantial body of evidence supporting the cross-cultural validity 
of PTSD. The key features of PTSD are exposure to an extremely stressful or 
catastrophic event followed by the repeated reliving of the event associated with 
hyperarousal and a numbing of general responsiveness or persistent avoidance of 
stimuli associated with the trauma (APA, 1994; WHO, 1992). However, there is the 
question of whether PTSD is culturally appropriate at all. Rechtman (1992) has 
argued that Cambodian refugees did not experience their nightmares as
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pathological, but rather as a normal reaction to the situation they were in. Kleinman 
& Good (1985) noted the difficulty with labelling symptoms as pathological by 
diagnosing PTSD, as this could hinder the cultural problem solving process. 
Furthermore, by fitting the psychological distress of refugees into Western and 
biomedical symptom profiles there might be a prevalent risk of misclassifying and 
distorting their experiences (Kleinman, 1987; Littlewood, 1992).
Other authors, without rejecting the possible usefulness of a diagnostic 
classification, emphasised the limitations of such an approach, as it does not 
account for all the effects of war on children (Jensen & Shaw, 1993). Kestenberg 
(1993) has also suggested that diagnoses, such as PTSD, stress the commonalities of 
symptoms and characteristics of different groups of children, which could lead to 
less recognition, not only of the diversity of symptoms found in these children, but 
also of the link between these symptoms and specific contexts. A more critical 
voice has been that of Adam & Reidesser (1993), who argued that children who 
react normally to extreme adverse events should not be labelled as “sick”. In other 
words, normal responses might be misconstrued as abnormal states (Kleinman & 
Kleinman, 1991). Consequently, Hodes (2000) claimed that the pathologisation of 
refugees, focused on the individual, prevents the moral and political aspects of 
violence and community issues from being addressed. Diagnoses might also put 
refugee children in a position of being treated as passive objects of social 
conditions, rather than being viewed as playing a central role in the organisation of 
their experiences, according to personal and collective representations (Baker, 
1990; Punamaki & Suleiman, 1990; Rousseau, 1995).
Due to the overwhelming emphasis on the link between war trauma and PTSD, a 
one-dimensional paradigm has been the guide for researchers to follow and fit their 
findings into. Angel, Hjem & Ingleby (2001) strove to investigate the stressors 
experienced by refugee families from Bosnia, and move beyond this one­
dimensional link between war experiences and PTSD, and look for other possible 
links. First of all, they noted that war traumas are seldom experienced as the acute,
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single event presupposed by the PTSD category. Without undermining the utility of 
such a category, these researchers attempted to conceptualise war experience in 
other ways, in terms of loss, threats, hardships, uncertainty and deprivation. Very 
few effects of age, sex or parental pathology were found, as they neither increased 
nor decreased the effects of war stressors. Additionally, there was no relationship 
found between the stressors of war and behavioural deviance. Alternatively, 
Eisenbruch (1988, 1991) has suggested the concept of ‘cultural bereavement’ as a 
more appropriate explanation to refugee experiences than the diagnose of PTSD.
Eisenbruch defines ‘cultural bereavement’ as ‘the experience of the uprooted person 
-  or group -  resulting from loss of social structure, cultural values and self- 
identity...’ (Eisenbruch, 1991, p.674). This concept emphasises the need to carry 
out grief work in a culturally sensitive way and creates space for the individual to 
express their grief in a way appropriate to their own culture and context. Eisenbruch 
has postulated that uprooted children might experience loss, not solely as a response 
to loss of loved ones, but also to the loss of their culture. Symptoms of distress can 
be very culture specific. Hence, behaviour construed as pathological in a western 
culture might be considered a normal response in the culture of origin (Van der 
Veer, 1998).
Descalzo & Denis (1989) have discussed child psychopathology as being linked to 
family trauma, rather than personal trauma. The importance of acknowledging 
children's own experiences and their families’ experiences needs to be stressed due 
to the cultural differences in defining trauma and psychological problems. Cultural, 
social, political and even historical dimensions need to be included. The 
concentration on symptom reduction and psychopathology per se adds to the denial 
of these children’s experiences.
In brief, after considering this research, one could ask: how can the observed mental 
health issues or adjustment problems be attributed to either cultural differences, 
being in a social minority, immigration process or pre-migration experience?
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Hughes & DuMont (1993) proclaimed that the measurement tools utilised in 
research are culturally biased, as the validity and reliability of quantitative 
instruments is rarely determined for non-western cultures. An appropriate validation 
process is a complex task, as it must take into account the diversity of refugee 
children’s cultural groups of origin.
Children’s own experiences:
Information of relevance to the above question may come from asking children 
themselves. The importance of highlighting refugee children’s subjective 
experiences seems to be supported from different comers of the arena of refugee 
research, particularly in terms of reliability of assessment and relevance of 
diagnostic categories. In addition, it might expand our understanding of refugee 
children and open up the possibility of using other frameworks to describe their 
experiences, than PTSD and pathology. There has been surprisingly little research 
conducted reflecting children’s own experiences, even though some research has 
acknowledged the importance of hearing children’s own stories, as has been done 
with adults (Agger, 1992; Bylund, 1992; Espin, 1999). The following section is 
divided into themes reflecting experiences and factors influencing children’s 
experiences and psychological well being.
Loss and grief
Refugee children share an involuntary and often violent break with their home 
country (Rousseau, 1995). This is often followed by a particularly difficult 
immigration process marked by isolation and poverty (Rousseau, Drapeau & Corin,
1996). Some have atrocious experiences from war or political persecution; other 
experiences are mainly tainted by separation from loved ones and the loss of home 
and security.
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Some of the sense of loss and despair associated with flight and migration is present 
in a study by Almqvist & Brandell-Forsberg (1995), where Iranian children were 
able to express memories and experiences through play and dramatisation using the 
‘World Technique’ (Lowenfeld, 1950; Sjôlund, 1980). This consists of a large 
sandbox where children are asked build their own ‘world’ with the help of dolls and 
toys. A 6-year-old girl spoke about how she missed her grandmother, and wished 
that she could live together with her mother and grandmother. Rather than placing 
her whole family with her in her doll - construction of her family, she placed herself 
with only her mother and grandmother, whom she had been separated from when 
leaving Iran. Almqvist & Brandell-Forsberg (1995) concluded that children with 
severe loss verbalised their feelings of loss to a large extent.
Antokoletz (1993) has recognised that the transition from one culture to another 
means a developmental crisis for a child, where there is a loss of the familiar (space, 
language, social and non-human environment) which should still support the child’s 
developing internalisations. This might cause a regression to earlier stages of 
development (de Levita, 2000). In particular, the loss of an important attachment 
figure can be devastating. De Levita (2000) presented a case study of Marja, a 10- 
year old refugee girl from Bosnia, who wrote this about her feelings of losing her 
father:
I am looking into the distance
and have been thinking
if the war had not existed
they would not have carried you away, daddy
daddy, why have they carried you away
why have they not left you for me
they have injured my heart
wounded my mother
when the war is over
I will think of you, daddy
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I will think, keep you in my heart 
daddy, my dear daddy 
never shall I forget you
A case reported by Melzak (1999) described Pascal, a boy from Zaire, who would 
play and draw episodes that ended in inevitable violent death and destruction. 
Pascal s father had died in the circumstances that led to the boy’s migration. 
Through the insight that all stories did not have to end with death, Pascal was able 
to begin to mourn the death of his father. Huang (1998) described a Vietnamese 12- 
year-old refugee girl, Thuy, who lived alone with her father and had been separated 
from her mother and siblings. When receiving a letter from her mother informing 
them of the death of her 5-year old brother, she remained impassive. She had 
thought of her mother to be safe back in Vietnam, but with her brother’s death this 
denial was penetrated and her fears and longing for her mother re-emerged, which 
contributed to her passivity. The sense of loss seems to be a predominant fact and, 
hence, grief is the main psychological consequence among refugee children. It 
appears that with this research in mind, Eisenbruch’s theory of ‘cultural 
bereavement (Eisenbruch, 1988; 1991) can be an appropriate framework for 
understanding these children’s losses.
Making sense o f  experiences
Meaning making has been identified as a facilitator for closure, resolving 
experiences and putting experiences into a context (Angel & Hjem, 1992). For 
example, a loss of a relationship is usually followed by some kind of search for 
meaning (Harvey, Orbuch & Fink, 1990; Harvey, Orbuch & Weber, 1990). Miller
(1996) investigated how refugee children made sense of their experiences and what 
kind of narratives they presented. A 12-year old Guatemalan boy remembered that 
his family fled to escape the war and not to be killed. A 10-year old refugee girl 
described her family leaving in fear of getting killed by soldiers, and how some 
people managed to stay together during the flight and some were separated. These
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children made reference to violence and had an understanding of why they had been 
forced to leave Guatemala. Also, children, whose parents talked openly about the 
flight, gave more detailed accounts. Children reported having nightmares about 
soldiers killing them and being afraid of soldiers. There was ambivalence expressed 
in the children’s drawings about the thought of returning to Guatemala. This 
ambivalence seemed to have been an influence from the parents, paired with 
insecurity about whether it was safe enough to go back yet. The children expressed 
their fears openly, but did not seem to dwell on them. They still engaged in playing, 
laughing and fighting with their siblings and their daily functioning was not 
impaired.
Making meaning of experiences seems to be very important for the psychological 
well-being of refugee children and the importance of letting children be heard and 
working through their experiences is key, as they are at risk of developing 
psychological scars that are often invisible to others (Joshi, 1998). Moreover, 
Rousseau, Said, Gagne & Bibeau (1988) found that resilience among refugee 
adolescents could be found if they were able to make sense and meaning of their 
experiences. It seems most people aim to make sense of experiences and establish a 
stable story of what and why something happened. In order to do this there is a need 
to have a sense of self as a coherent and unified person (Crossley, 2000).
Identity and self
Melzak (1999) has stressed the importance of acknowledging refugees’ own 
experiences. These could otherwise be denied, making survivors feel empty, 
ashamed, guilty, confused, invisible, inaudible and expendable. Identity and self is 
something that especially young refugees struggle with. The process of identity 
formation (Erikson, 1968) is influenced by racial and cultural factors, creating a 
sense of belonging or rootedness (Eleftheriadou, 2003). Melzak (1999) described an 
adolescent girl from a French-speaking African country, who was sent to Britain by 
her family.
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Without her family and culture to reflect her identity back to her, she sometimes felt 
that she did not know who she was.
For refugee children, identity largely is defined through the expectations and images 
of the culture of origin and the views of the majority culture (Eleftheriadou, 2003). 
A former Palestinian refugee child (Cole, Espin & Rothblum, 1992), described how 
being labelled a refugee was connected with stigmatisation for her. She described 
feeling humiliated, that just because her family was poor, it did not mean that they 
were ‘poor in the mind’, that they could not make things or do things. She reported 
refusing to be ashamed and being a refugee became a fact of life. Today, she is 
proud of her roots, and she has made a transition from a refugee identity to an 
identity as a Palestinian with the influences of being a refugee.
Identity formation becomes a task of integrating different cultures and living with 
multiple identitites. Stiles, Gibbons, Lie, Sand and Krull (1998) painted a positive 
picture of immigrant identity. Their study explored the descriptions and drawings of 
immigrant girls living in Norway. T like most things about myself ‘ was the most 
common item used in self-description by immigrant girls. Additionally, almost half 
of the immigrant girls drew self-portraits with specific images of joy, happiness, 
contentment and love. The immigrant girls seemed to have higher self-esteem than 
Norwegian girls. The researchers hypothesised that the advantages of a freer and 
more egalitarian society were more obvious to immigrant girls than to Norwegian 
girls. There was also evidence that immigrant girls were coming to terms with their 
gender-role identities, ethnic identities, vocational identities and general views of 
themselves. One example came from Vietnamese girls, who are encouraged to be 
verbally active at school, but who are taught at home that being outspoken is 
unfeminine. Immigrant girls who had positive self-perceptions also had good 
relationships with and were encouraged by their teachers, and their pride in relation 
to school was positively correlated to self-esteem. Verkuyten (1995) explained this 
phenomenon as positive microsocial relations, which might insulate immigrant 
youth against negative societal views of immigrants.
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Identifying with two cultures can be problematic, because of the conflicts in 
attitudes, values and behaviours between the own and the majority culture (Tajfel, 
1978). In Espin’s (1999) study, Novena, a 14-year-old girl described her 
experiences of friction within her family after they arrived in the U.S.A. from 
Russia: ‘It is hard because I live in one dimension and my parents live in another. 
Our goals are different. I could never live the life my mother has lived, nor could I 
do it in this country even if I wanted to’. She was trying to balance her desire to 
engage in the new culture and simultaneously not make her parents feel rejected. 
The philosopher Narayan (1997) stated that there is an element of confusion in a 
mother’s message to her daughter, especially in immigrant families: ‘They give 
voice to the hardships and difficulties of being a woman that have marked their 
lives, teaching us the limitations and miseries of the routine fates that await us as 
women, while also resisting our attempts to deviate from these cultural scripts’ 
(Espin, 1999).
Adaptation /  Acculturation
All refugee children experience stress associated with change and adjustment to a 
new country. These adaptive experiences are perceived differently determined by a 
combination of risk and protective factors (Hicks, Lalonde & Pepler, 1993). 
Children’s emotional problems seem to depend upon these risk and protective 
factors, in the context of being a refugee, not the fact of change itself.
Miller (1994) described the psychosocial development of Guatemalan Mayan 
Indian children living in refugee camps in the Mexican state of Chiapas. These 
children showed minimal evidence of psychological trauma, and there was a strong 
relationship between the children’s emotional and physical well being and their 
mothers’. Semi-structured interviews were used, including drawings and creative 
arts workshops and the analysis was concerned with how children come to make 
meaning of their experience in exile. One factor used to explain the findings was 
‘the recreation of normality’ in the refugee camps. In this study, children's
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competencies were taken into account and mental health was conceptualised in 
broader terms, not restricted to psychiatric symptomatology.
Many refugees feel a lack of sense of competence, control and belonging, which 
may produce a feeling of marginalisation (Grinberg & Grinberg, 1989). This can 
also occur due to the distorted and negative attitudes of the host society. In Suarez- 
Orozco s (2000) study, a 13-year-old Chinese girl gave this account of her 
experiences of being in the United States: 4 It is very lonely in America, having 
nobody to talk to and staying home all day long after school every day’. 
Additionally, the perceptions of attitudes of the larger society, were described by a 
12-year-old Central American girl and a 14-year-old Haitian boy as: 4 One of the 
most difficult things about immigrating is that people make fun of me here. People 
from the United States think they are superior to you’ and 4The racism is here. The 
Americans believe they are superior to other races’.
A similar tale was told by Melzak (1999), who reported that refugee adolescents 
and children experience scapegoating and prejudice in exile. They become 
marginalised and experience racism, xenophobia and bullying at school. She 
described a case of a 14 year-old-Somali boy. His mother was murdered during the 
clan fighting. Now in Britain, he has been exposed to extremely cruel verbal abuse 
about his mother, and he feels that the only reasonable response to this abuse is 
physical aggression. He has been involved in many fights and has been expelled 
from school several times.
Racism places refugees at risk because of its inherently devastating effects that 
remind them of the experience of persecution. Obviously, this makes adaptation and 
acculturation even more difficult. Acculturation (Williams & Berry, 1991) is 
defined as the changes individuals undergo when they come into contact with 
another culture’ (Pawliuk et al., 1996, p .l l l) .  This entails selecting different parts 
from the culture of origin and the majority culture, so that increased identification 
with one does not mean decreased identification with the other. Acculturative stress
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is a concept commonly used to explain post-migration problems with adaptation 
(see Berry, 1989). The stress of acculturation may result in anxiety, depression, 
psychosomatic symptoms, and identity confusion. Marris (1991) claimed that 
immigrants’ ‘sense of their own identity may be profoundly disturbed, if they feel 
that adaptation requires them to betray their early attachments’ (Marris, 1991, p.82). 
Rousseau (1995) suggested that there might be a two-way relationship between 
trauma and the stress of accculturation. A study by Hicks, Lalonde & Pepler (1993) 
identified adaptation as dependent upon three different interacting systems: the 
child, the larger community and the family.
The family
The family is a very important source of influence in the refugee child’s life. The 
identification of the mother-child relationship as a protective shield for the 
psychological well-being of children and the acknowledgement that separation of 
mother and child has a negative effect, are still paramount (Almqvist & Brandell- 
Forsberg, 1995; Fombonne, 1987; Ressler, Boothby & Steinbock, 1988).
An early study by Freud and Burlingham (1943) compared two groups of children 
during World War II: those who were sent out of London alone to avoid bomb 
attacks, and those who stayed with their parents. It was concluded that separation 
from parents was more distressing than exposure to bombing. Due to atrocities, 
such as war and political persecution, children are faced with numerous losses, 
leading to stress and traumatisation. The family can act as a buffer (Garmezy & 
Rutter, 1985) to difficult experiences, change and trauma and therefore, the absence 
of support from family and community can lead to problems with psychosocial 
functioning (Garbarino, Kostelny & Dubrow, 1991). Some authors, such as Aheam 
and Athey (1991), claimed that the child cannot be understood as separate from 
their environment, suggesting an ecological framework, where the child is viewed 
as a part of a family system and a larger social system. The family is perceived as a 
significant protective factor in distressing situations and experiences of war,
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violence and flight (Tsoi, Yu & Lie-Mak, 1986). Felsman et al. (1990) observed 
less distress in Vietnamese refugee children, who were accompanied by family 
members, than in those who came unaccompanied by relatives. Additionally, family 
cohesion and adaptability were also identified as important factors for well being 
(Laor, Wolmer, Mayes, Golomb, Silverberg, Wiezman & Cohen, 1996; Wolkind & 
Rutter, 1973). Melzak (1999) highlighted the experience of Ardit, a 16-year old 
Albanian refugee boy from Kosovo. He arrived in Britain without his family, and he 
was alone and bereft of parental care. He talked about his difficult time in prison 
and about his feelings toward the perpetrators splitting up and abusing his family: 
It would be enough for them to say sorry, to acknowledge their crime. I would like 
them to feel the fear that I felt in Kosovo and the pain that I felt in prison and that I 
feel now. I know where they are, but my father has disappeared, I miss him very 
much’.
Family is also important in a different context, where the psychological well being 
of the parents usually has a strong influence on the refugee-child. Sluzki (1979) 
argued that migration per se has destabilising effects on the family. In the view of 
Aheam and Athey (1991) the damage done to the child will depend on the impact of 
migration / flight and trauma on the family and the community as a whole. Rutter 
(1989) postulated that psychiatric conditions in parents put their children at risk of 
developing problems. Children accompanied by parents might also have lost 
parental care, due to their parents’ overwhelming problems. Melzak (1999) referred 
to these children as ‘psychologically unaccompanied’. These parents have changed 
profoundly due to torture, loss, change and the difficulties associated with living in 
exile. McCloskey, South wick, Femandez-Esquer and Locke (1995) interviewed 
mothers and children about their exposure to political and domestic violence and 
their current mental health. They compared Mexican children and their mothers 
with Central American refugee children and their mothers residing in Mexico. The 
groups had equal amounts of mental health difficulties. It was concluded that the 
effects of war on refugee children were mediated by the mental health of the 
mother.
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In addition, Central American mothers were most likely to display symptoms of 
PTSD.
There have also been voices arguing for the intergenerational transmission of 
trauma (Albeck, 1994; Danieli, 1998). In relation to the Holocaust, second 
generation concentration camp effects have been identified (Barocas & Barocas, 
1973). More recently, Yehuda, Schmeidler, Elkin, Wilson, Siever, Binder-Brynes, 
Wainberg and Aferiot (1998) demonstrated that children of Holocaust survivors 
might be more vulnerable to trauma and stress, than controls. Furthermore, Barocas 
and Barocas (1980) addressed the difficulties these children had in individuating 
from their parents, because for the survivors of the Holocaust the children had 
become their reason to live. A child of a survivor described the collectivistic 
experience of the Holocaust trauma in this way: ‘On Yom Kippur, Jews say “we 
have sinned, we have done...” Nowhere does it say, “I have done...” It's all “we”. 
Its never individual, it's always the community. It may say something about our 
reaction to the Shoah (Holocaust) that it is not a personal thing, but it has happened 
to us, and that goes transgenerationally’ (Danieli, 1998, p.681).
Culture has been identified as a factor influencing how trauma is perceived, as 
culture is what shapes and moulds the individual, the family and community around 
a problem that becomes illness or psychpathology (Kleinman, 1988). Allodi (1989) 
argued that the Latin American refugee children in his study were well protected 
against the effects of trauma, despite their parents’ serious difficulties. Thus, he 
raised the issue of social context of the symptoms, and if that might have lessened 
their impact. The concept of what is perceived as ‘normal’ and ‘abnormal’ is 
extensively influenced by the community culture (Rousseau & Drapeau, 1998). 
Rousseau, Said-Taher, Gagne and Bibeau (1998) described resilience in 
unaccompanied minors from Somalia. These adolescents attributed collective 
meanings to separations within their own nomadic culture and continuity was 
maintained through a strong identification within the age group of peers.
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In terms of cross-cultural comparisons, the existence of several meaningful realities 
of trauma must be acknowledged. In a quantitative and qualitative study, Rousseau 
and Drapeau (1998) compared the transmission of trauma in Southeast Asian 
refugee families and Central American refugee families. Although the concept of 
respect was central in both groups, respect was perceived differently. Current 
research has illuminated the concept of intergenerational conflict and the gap 
created by the fact that young people acculturate faster than their parents. In 
Rousseau and Drapeau’s (1998) study, what parents wished to pass on of their 
culture and what adolescents valued, was seen as highlighting another dimension, 
where the means of maintaining continuity and coping with fracture, was grounded 
in cultural elements.
Children of survivors remember their family history and war history ‘only in bits 
and pieces’ (Danieli, 1998, p.673), and this fragmented experience is most 
integrated through therapy in the ‘healing of the narrative’ (Danieli, 1993). 
Unresolved trauma appears to be experienced as a lack of closure and a continuous 
grief process that seems infinite. This lack of resolution of trauma guarantees the 
transmission of trauma to the next generation (Hunter-King, 1998).
Silence
The themes discussed above relate to the emotions and feelings experienced by 
refugee children. The theme ‘family’ adheres to a more ecological view 
(Bronfenbrenner, 1979) of the child as part of a larger system, where child 
experiences cannot be seen as isolated from the influences of the family and the 
larger community. One concept that has been highlighted by some research and 
writings on refugees and their families, has been the silencing of refugee children 
and their experiences. This subject of denial, avoidance and silencing of difficult 
and traumatic events of human origin has been acknowledged by several 
researchers and clinicians (Bar-On, 1993; Danieli, 1998; Melzak, 1999). Danieli 
(1998) referred to this as ‘ the conspiracy of silence’. She stated that silence is
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destructive, as it manifests the inability of the individual, family, community and 
society, to integrate the trauma or experience. This silence is also a direct contrast to 
the well-known finding that social support is the most important element in coping 
with trauma.
Parents of refugee children often speak of how important it is to forget the past and 
look to the future. Through denial and silence the parent tries to protect the child 
from traumatic memories (Rousseau, 1993). Almqvist and Broberg (1997) reported 
that generally, in the face of danger or threat, parents tried to protect their children 
by denying or underplaying the threat for as long as possible. Indeed, the findings of 
Weisenberg, Schwarzwald, Waysman, Solomon and Klingman (1993) supported 
such an approach. They reported that during the Gulf War, children who remained 
in sealed rooms during scud missile attacks, were subjected to strategies of denial 
and distraction, which lead to less stress after the war than activities which focused 
on what was going on. However, the strategy of denial is risky and when the actual 
danger breaks down the denial, both children and adults are found in acute crisis.
Bruner (1993) has claimed that the recollection of traumatic experiences reactivates 
fear, helplessness and rage. Hence, through denial the parents wish to recreate the 
child’s sense of security and their own self-respect. Consequently, the child also has 
a need to deny the parents’ failure to protect them, as the awareness of their parents’ 
inability to protect them constitutes a threat to his/her psychological development 
(Almqvist & Broberg, 1997). Another factor for maintaining the silence is that 
many parents struggle with feelings of shame over not being able to protect their 
children and guilt over having survived (Hobofoll, Spielberg, Breznitz, Figley, 
Folkman, Lepper-Green, Meichenbaum, Milgram, Sandler, Sarason & Van der 
Kolk, 1991).
In Rousseau and Drapeau’s (1998) study. Southeast Asian refugee adolescents were 
able to acknowledge and describe the silence in their homes: ‘There is nobody I can 
talk to’ or ‘I think about it all the time’. Almqvist and Broberg (1997) referred to
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silence as a perceived family survival strategy. However, the psychic trauma caused 
in the child will not be forgotten and because of the silence in the family the child is 
left alone to deal with the traumatic memories (Pynoos & Eth, 1990).
According to Melzak (1992), children who are most at risk are those in families 
where parents are reluctant or unable to talk not only about the past, but also about 
the present problems of their children. Children will, furthermore, deny themselves 
in an attempt to be loyal and protect their parents. In addition, the hindering of 
intrafamilial communication from the parents to their children might create adverse 
problems in children, including identity problems.
Speaking about the unbearable can create different forms of defence strategies not 
to remember overwhelming feelings or memories. Melzak (1999) reported that 
children who have resilience rooted in their family and have adult support, can 
address these traumatic issues. For others, however, key elements of their 
experiences might be repressed, which is reinforced by an environment that does 
not want to listen. She also argued that in the case of persecution and violence, 
when the perpetrators are not acknowledged, the denial and avoidance of 
acknowledgement is reinforced in the survivors.
The neglect of children’s own voices not only diminishes the importance of hearing 
children’s own subjective stories as a therapeutic mean (Lira & Weinstein, 1984; 
Howard, 1991), but also confounds their ability to understand and make appropriate 
sense of their experiences. Stem (1985) identified the purpose of the first phase of 
the therapeutic process as the re-establishment of the child’s history, thus his or her 
narrative self. One of the astonishing features of the literature on the psychological 
consequences of migration and refugee flight is the lack of emphasis on the 
experiences (Garcia-Coll & Magnusson, 1998) and impact of these processes on 
children (Guamaccia & Lopez, 1998). It appears that research in this field, to an 
extent, has bought into the ‘conspiracy of silence’ (Danieli, 1998), where refugees 
and their children have been ignored and silenced.
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Counselling psychology practice
With counselling psychology interventions, issues identified so far can be 
addressed, with the therapist ‘bearing witness’ to the abuse, experiences and 
consequences by acknowledgement (Blackwell, 1997; Lira & Weinstein, 1984). 
School aged children can usually describe their experiences in individual 
interviews, whereas pre-school children are unable to verbalise their experiences, 
but can often express them in play or enactment (Almqvist & Brandell-Forsberg, 
1995; Terr, 1988). Terr (1983) described the re-enactment in play as a way of 
uncovering hidden traumatic experiences in pre-school children, and a facilitator for 
verbalisation.
One case example comes from Almqvist and Broberg (1997), who described a 4- 
year-old girl from the former Yugoslavia, now residing in Sweden. Using the 
‘World Technique’ (or the Erica-method), she was allowed to build anything in a 
large sandbox, from a set of 360 miniature toys divided into different categories 
(Lowenfeld, 1950; Sjôlund, 1981). The ‘world’ the girl constructed was unusual in 
content. One soldier-doll forced the mother-doll to have intercourse with him. It 
turned out that this girl had witnessed her mother being raped by several policemen. 
By talking about the event and verbalising it with the support of her mother, the 
girl’s experience was acknowledged as reality rather than fantasy, and gradually her 
sense of security could be rebuilt.
This case illustrates the silencing of the refugee girl’s experiences, and how this can 
be worked through. However, it also addresses the importance of establishing a 
working alliance with the parents. If the parents have protected the child by keeping 
silent for a long time, they need to be convinced that breaking that silence will be of 
benefit for their child (Almqvist & Broberg, 1997). With the consent and 
continuous support from parents, the working through of the traumatic experience is 
facilitated.
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Angel, Hjem & Ingleby (2001) have criticised this way of working therapeutically 
with refugee children, where methods have usually been based upon ideas from 
psychodynamic psychotherapy. There is a presupposition that psychological health 
is reached by ‘working through’ the war experiences of these children (Almqvist, 
Branded - Forsberg, 1997; Summerfield, 1999). This approach to therapy with 
refugee children has been questioned, as for example with PTSD there is still a lack 
of evidence for the efficacy of ‘working through’ (Pfeffenbaum, 1997). Questions 
have also been raised concerning the appropriateness and effectiveness of these 
therapies with refugee children (Summerfield, 1999). However, due to the variety of 
children that fall under the category ‘refugees’, one must be aware that whilst some 
of these children might benefit from this type of psychological intervention, other 
may not. Woodcock (1991) reviewed different theoretical and clinical perspectives 
in working with refugee children, emphasising an integrative approach, drawing on 
systemic and psychoanalytic practice and using narrative ideas and attachment 
theory. He also questioned the use and application of Western models to refugee 
populations. Kinzie and Sack (1991) suggested that mental health services need to 
be child-centred and culturally appropriate and designed to support and strengthen 
families by addressing the refugee child’s emotional and developmental needs.
Overview and implications for future research
The literature reviewed in this paper has been concerned with refugee children’s 
experiences and mental health. The early research investigated differences between 
refugee/immigrant children and non-immigrant children, relying primarily on 
reports from parents and teachers. Due to the rising interest in these children’s 
psychological well being, a body of research concerned with investigating their 
mental health was established. Adolescents’ reports were included in the research, 
and in some studies children were interviewed. Subsequently, the field borrowed a 
theoretical framework from the literature on trauma and post-traumatic stress 
disorder. Refugee children’s traumas and problems seemed to fit the criteria for this 
disorder, despite the cultural and contextual variations in this population. Even
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though PTSD has been acknowledged as cross-culturally valid, questions have still 
been raised about the relevance of applying it to refugee children. Much has been 
learned about refugee children and their reactions to adverse experiences with the 
recent rise of studies including interviews and accounts given by children. This has 
been especially true when it comes to qualitative research and case-studies, which 
have shed some light on these children’s experiences and given them a voice, which 
has historically, politically and socially been silenced. The increasing interest in 
refugee children’s experiences and the consequences of these experiences broadens 
the way for future counselling psychology research and practice.
The need to study these children is multidimensional. Rousseau (1993) postulated 
that research on refugee children has to deal with the phenomenon of the 
unexpressed that surrounds the extremes of human experience, both at the social 
and the individual level. She stated that the recognition of what is not said might 
lead to a greater respect for research subjects and an increased understanding of 
how war affects children. Aarts (1998) noted that ‘the conspiracy of silence’ is 
encouraged by societal, cultural and political silence. This silence needs to be 
broken in order for society to address the individual and collective needs of 
refugees.
There seems to be a gap in the research, where voices of refugee children have not 
been heard. In the context of counselling psychology practice, verbalisation and 
giving testimony is emphasised, where part of the therapist’s role lies in ‘bearing 
witness’. In psychological research, the role of the researcher could similarly be one 
of ‘bearing witness’ to the participants in the study and their stories. Indeed, one 
shall not forget the researcher’s own perspective and influences that are brought 
into the context of his/her study (Agger, 1992).
Maton (1993) pointed out that there is a gap between the culture of the subject of 
study and the culture of the researcher and their institutions. He argues that in an 
attempt to bridge that gap more qualitative research is needed, sensitive to the
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contextual and cultural variations of refugee children and perhaps provide greater 
access to the child’s inner world. Along the same lines, Corsaro (1997) postulated 
that quantitative research can document change, but that qualitative research is 
needed in order to fill the gaps that emerge in quantitative research. However, the 
same could possibly be said the other way around. Rousseau (1995) outlined the 
need for investigation of the long-term consequences of these young people’s 
experiences as refugees and the interaction between these experiences, their 
consequences and developmental variables. She therefore emphasised longitudinal 
studies. Furthermore, research questions need to be developed beyond the concept 
of psychopathology, perhaps with ‘cultural bereavement’ or resilience as a 
framework.
The need for more systematic research concerning refugee children’s experiences 
appears to be grounded in existing literature. Most of the research to date has been 
of a quantitative nature. The empirical and methodological fit in some of these 
research enterprises appears to have failed, as Western quantitative research tools 
are utilised to investigate a contextually and culturally sensitive topic and 
population, where a majority of children are from a non-western culture. Thus, this 
seems to advocate the use of qualitative methods, and according to Rousseau (1995) 
these would not only help determine cultural and contextual variations that 
characterise the refugee child’s environment, but also perhaps provide more insight 
into the intrapsychic world of the child. Furthermore, by listening to refugee 
children themselves, new perspectives could be brought into light and factors to 
improve counselling psychology theory and practice could be identified.
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Abstract
Background: This study attempts to ‘give voice’ to refugee children and adolescents 
and their experiences, offering a non-pathologising and relational approach. 
Method: Relationship is used as a mean of analysis, applying the voice-centred 
relational method. Results: It was found that refugee children’s stories and 
experiences had a collective nature, and the degree of silencing, resilience, 
adaptation etc. was dependent upon the family’s way of coping. Conclusions: This 
study highlights the need for culturally and contextually sensitive family 
intervention in terms of clinical practice. It is also recommended that future 
research would adopt a systemic view of the child, family, community and society 
and include these factors in the analysis.
Key words: refugees, refugee children, children & adolescents, silencing, voice- 
centred relational method.
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Introduction
'In situations of intense fear, there are no children: only children in their 
family.’ (Anthony, 1986, p.25)
Due to the stressful experiences related to issues concerning culture, 
communication, depression, grief, disorganisation and separation they are faced 
with (Ainslie, 1998; Grinberg & Grinberg, 1989; Lappin & Scott, 1982), refugee 
children have been outlined as a group at risk of developing psychological problems 
(Abdalla & Elklit, 2001; Eisenbruch, 1988; Rousseau, 1995; Williams & Berry, 
1991). Indeed, the predominant approach has been to view refugee children in terms 
of diagnosis and symptom reduction, and most research in this field has tended to 
focus upon post-traumatic stress disorder (PTSD), psychopathology and individual 
assessment and intervention (see Phibbs Witmer & Culver, 2001). There has been a 
limited amount of studies, especially in terms of qualitative research, exploring and 
giving voice to the experiences and stories of refugee children and adolescents (see 
Strak, 2001), addressing them as part of a family system, and exploring concepts 
such as adaptation, functioning and resilience (Phibbs Witmer & Culver, 2001). 
Such an approach would facilitate the understanding of the context and 
circumstances around these children, and also reduce the risk for us, as mental 
health professionals, of objectifying, pathologising and stigmatising this group of 
young people. A single approach to refugees is not sufficient due to the multifaceted 
complexity of issues involved (Papadopoulos, 2001), which is why a multitude of 
theoretical frameworks have been employed to conceptualise the experiences 
spoken about by children in this study.
The idea and rationale for this study arose out of a review of the research concerned 
with refugee children’s experiences (Strak, 2001). The main influence for
145
developing the idea was my own past experiences as a refugee child. Through 
listening and making refugee children’s voices heard I wanted to help other refugee 
children to reconcile their experiences and identity, and also understand my own 
development. My idea was also spurred by the marginalisation and silencing of 
refugees, especially in media, but also within mental health research and practice. 
Reviewing the literature, I noted that very rarely were children asked about their 
experiences (Coles, 1986; Garbarino, Kostelny & Dubrow, 1991). Polakow (1992) 
describes an ‘adultcentric bias’, which refers to the tendency for adult writers to 
describe the worlds of children from an adult perspective. This study has attempted 
to make as much space as possible for the voices of children, in the analysis section, 
which means this introduction is rather concise, so for a review of the literature see 
Strak (2001).
Indeed, in my review, I found silencing to be a main theme in the literature 
available on refugee children’s and their families’ experiences (Bar-On, 1993; 
Danieli, 1998). On an individual level, the recollection of traumatic experiences can 
reactivate fear, helplessness and rage (Bruner, 1993; Rousseau, 1993). On a familial 
level, parents are trying to protect their children from traumatic memories through 
silence and denial (Rousseau & Drapeau, 1998). In relation to the Holocaust, for 
instance, Danieli (1998) refers to silence as being destructive, as it manifests the 
inability of the individual, family, community and society to integrate the trauma or 
experience. The neglect of hearing children’s own voices, not only diminishes the 
therapeutic importance of hearing children’s own subjective stories (Almqvist & 
Broberg, 1997; Lira & Weinstein, 1984; Melzak, 1999; Stem, 1985), but also 
confounds their ability to make appropriate sense of their experiences.
Another theme was making sense and meaning of experiences, which has been seen 
as a facilitator for closure, resolving experiences and putting experiences into a 
context (Angel & Hjem, 1992; Joshi, 1998). Berman (1999) described how refugee 
children made sense of their war experiences by using creative strategies to survive, 
showing remarkable strength and insight. A third theme was feelings of loss and
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grief, which were common as refugee children often experience an involuntary and 
often violent break from their home-country (see Almqvist & Brandell-Forsberg, 
1995; de Levita, 2000; Melzak, 1999).
The fourth theme, identity and self, could be seen as paramount to refugee children, 
in relation to their transition and development (see Cole, Espin & Rothblum, 1992; 
Espin, 1999). Adaptation was another theme, as most refugee children experience 
stress associated with change and adaptation to a new country (see Berry, 1989; 
Hicks, Lalonde & Pepler, 1993; Williams & Westermeyer, 1991).
The last theme and one of the major protective factors that has been outlined for 
children was the family (Ajdukovic & Ajdukovic, 1993; Almqvist & Brandell- 
Forsberg, 1995, Apfel & Simon, 1996; Fombonne, 1987; Ressler, Boothby & 
Steinbock, 1988). A resilient family system fosters the individual ability to adapt 
(Apfel & Simon, 1996; Phibbs Witmer & Culver, 2001; Weine, Vojvoda, Hartman 
et al., 1997.) Aheam and Athey (1991) proclaimed that the refugee child cannot be 
understood as separate from their environment, postulating an ecological view 
(Bronfenbrenner, 1979), where the child is viewed as part of a family system, and a 
larger social system. Wing Sue, Ivey and Pedersen (1996) suggested a more cross- 
culturally appropriate view, where researchers should move from examining the 
individual or self, to considering self in relation and in context.
Following my literature review, Phibbs Witmer & Culver (2001) in a critical review 
of the literature on trauma and resilience among Bosnian Muslim families, similarly 
noted the focus on post-traumatic stress disorder and psychopathology, individual 
based assessment and intervention, and the limited amount of studies addressing 
concepts of resilience, adaptation and the family unit (Phibbs Witmer & Culver, 
2001).
This study attempts to offer a non-pathologising insight into refugee children’s 
worlds, a contrast to the pervasive ’trauma discourse’, where refugee experience is
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usually placed. It aims to ‘give voice’ to refugee children’s experiences and stories 
by breaking the silence that surrounds them. Voice is inherently relational, because 
every voice and every relationship is different (Brown & Gilligan, 1993). For every 
reader the phenomenon of voice comes through in an experiential way, where their 
own background, social and cultural context influences their reading, interpretation 
and relationship with these children’s voices, making each reader’s relationship 
different. I am in my analysis listening for voices that break the silence that 
surround refugee experience, as well as voices that might reinforce this silence. 
Silencing is defined on an individual level as self-denial, submission, disconnection 
from thoughts and feelings and on a societal level as silence and denial of the abuse 
and oppression of refugees by society, politicians and media (Kiegelmann, 2000; 
McLean Taylor, Gilligan & Sullivan, 1996). The need to break their silence is 
multidimensional. On a micro level, the researcher is adopting a role of ‘bearing 
witness’ to these children’s experiences, and through the giving of testimony, 
refugee children’s own voices can be heard and understood. On a macro level, 
factors to improve mental health research and practice might be identified. 
Additionally, a ‘conspiracy of silence’ is encouraged by societal, cultural and 
political silence (Aarts, 1998), which is why there is a wider interest in breaking the 
silence, in order to change the marginalisation, pathologisation and prejudicial 
attitudes present today in most Western societies.
Method
Participants
Six refugee children and adolescents were interviewed. They were recruited through 
contacting refugee support organisations. The children and their families had to fall 
under Cole’s (1992, p.3) definition of a refugee as: ‘... a person who has left their 
country due to a well-founded fear of persecution’, in order to avoid confusion with 
using both immigrant and refugee children. Additionally, they had to be fluent in 
English in order to be included in the study.
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Four families were recruited through refugee support organisations, and through the 
‘snowballing’ method (Fife-Schaw, 1995), another two families could be recruited. 
The children and adolescents in this study were aged between 9 years -  18 years, 
with a mean age 13.5 years (SD 3.2). Four of the participants were male, aged 12, 
14, 16 and 18 years, and two were female, aged 9 and 12 years. Three participants 
were from Afghanistan, two from Kosovo and one from Iran. For further 
demographic information see table 1 (Appendix A).
Interview procedures and ethical considerations
All of the interviews took place at the children’s family home. First, I tried to 
establish a good rapport with the child’s parents, and discussed the research 
interview with them. I took the child’s demographic details and the parents signed 
the consent form provided. I would explain to the child or adolescent about the 
interview, the recording of it and thereafter commence the interview, with one of 
the parents present. The interviews lasted between 30 minutes -  60 minutes. The 
interview guide adhered to the format of the Counselling interview (see Coyle, 
1998), due to the sensitive issues that were raised. This means that the interview 
was sensitively done, with elements derived from counselling.
The interview guide was structured into four areas: perceptions of past, 
communication with past, response to separation from homeland and perceptions of 
present (Eisenbruch, 1988). As the aim of the study was to listen to children and to 
their ‘missing voices’, as subjects, and to avoid ‘objectification’ (Roberts, 1992), I 
was cautious for the children not to feel coerced into what to say or attempting to 
please (Breakwell, 2000). The interview ended with debriefing questions. All 
families were given information on support services, if they would want any 
therapeutic input for their child. This study adhered to the guidelines of the BPS 
(British Psychological Society Code of Conduct, Ethical Principles and Guidelines, 
2001) in conducting research with human participants, and was ethically approved 
by the University of Surrey’s Advisory Committee on Ethics. Every precaution has
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been taken to preserve the confidentiality of the research participants and their
families and all the children’s names here are pseudonyms.
Analytic approach
The interviews were analysed using the Voice-centred relational method, originally 
developed by Gilligan (1982) and further by Brown and Gilligan (1992, 1993), 
Brown, Debold, Tappan et al. (1991) and Gilligan, Brown and Rogers (1990), 
somewhat modified to fit my research aims. The theoretical and methodological 
perspectives behind this study are critical social theory and feminist theory 
(Gilligan, 1988), with a view that human beings are embedded in intimate and 
larger social relations (Brown & Gilligan, 1992; Gilligan, 1982).
The method holds at its core a relational ontology, which positions the self-in- 
relation to others (Ruddick, 1989). It translates this relational ontology into concrete 
ways of data analysis by exploring individual’s narratives in terms of their 
relationships with people around them and their wider social, structural and cultural 
contexts (Mauthner & Doucet, 1998). It attends to what is said, as well as what is 
not said. What was not said was attended to by noting confusing stories, missing 
pieces or fragmentation of stories, for example no mentioning of difficult emotions 
when they seem merited, and language such as T don’t know’ or T don’t care’ 
(McLean Taylor, Gilligan & Sullivan, 1996). Another characteristic of the Voice- 
centred relational method, is the attention it gives to the difference in encounters 
between interviewer and interviewee. This means that the researcher needs to 
constantly reflect upon their own process and responses in relation to the person 
being interviewed, and similarities and differences in characteristics such as gender, 
social class, age, sexuality, race etc. which might influence the research relationship 
(Mauthner & Doucet, 1998). Mauthner and Doucet (1998) emphasised that this 
should not only be recognised in relation to methodology and epistemology, but that 
issues of reflexivity, power, voice and authority need to be addressed at the data 
analysis stage as well.
The method includes four different readings of the transcribed interviews (Brown et 
ah, 1991). The four readings of the first transcript were done in a group consisting 
of myself and three other researchers, which proved very useful, as everyone had 
read the transcript and made notes about their views, associations and key 
interpretations of the data and of my interaction with the child. The group could 
point out to me what I had missed, where I had chosen to ignore something, and 
possibly silenced one voice, and encouraged another. This made me more aware of 
my own role in shaping the research interview, and in the analysis. I needed to 
monitor my own responses to the participants, my own background and positioning 
in relation to these young people. My own subjectivity and divide, between a 
researcher and once a refugee child myself, were constantly present.
In the first reading of the transcripts, we investigated the general landscape of the 
narrative. We attended to the overall shape of the narrative, including recurrent 
images, themes, words, metaphors and contradictions in the story (Mauthner & 
Doucet, 1998). Additionally, we paid attention to our own reactions to the story, 
and my impact upon the interview process. The second reading involved listening 
for the T ,  the spoken self in the transcript, expressed through T ,  ‘we’ or ‘you’. 
The attention was here focused upon the tracing of multi-layered voices (McLean 
Taylor, Gilligan & Sullivan, 1996). Tracing the self in the transcript also gives the 
participants the chance to speak about themselves, before we speak about them and 
interpret their words (Brown & Gilligan, 1992). This step in the analysis becomes 
crucial, particularly in relation to refugee children, as there is a risk of their voice 
being drowned by an adult, researcher’s voice. The third reading focused upon 
listening for relational voices (Brown & Gilligan, 1992; McLean Taylor, Gilligan & 
Sullivan, 1996). This includes their relationship with family, friends, their 
homeland, other refugees and British society etc. This reading was looking for the 
voice of ‘giving testimony’, of speaking openly about their experiences, or silencing 
themselves and disconnecting from their emotions, in these relationships. In the 
fourth reading, we listened for evidence of psychological implications, in relation to
these children’s experiences and their relationships. We looked for evidence of
distress, dissociation, resilience, hope etc.
Although partly inherent in the process of the analysis, reflecting on myself in 
relation to my participants is important. Firstly, my own subjective stance as a 
former refugee child myself perhaps made me more inclined to ‘jump to 
conclusions’, especially when the children’s experiences resonated with my own, or 
when they where significantly different. On the other hand, this might have made 
me more able to empathise, and because all families were told about my 
background, this might have given the children permission to speak more openly 
about their experiences. Additionally, as I am an adult, this surely inflated the 
power imbalance that is inherent anyway in the researcher -  participant relationship 
(Alldred, 1998). The issue of adult-centrism, re-presenting children in an adult 
voice, poses a risk of drowning their voices. Another issue is the adult-centrism of 
language, as language is a symbol of adult power and authority, where children 
have to make sense in adult-centred terms. Different factors impacted on the 
children’s responses in the interview, such as the presence of one parent, perceived 
authority of the interviewer, social desirability, saying what I wanted to hear etc.
By ‘giving voice’, I tried to construct children as active subjects, not objects, with 
distinct views of the world (Alldred, 1998), and come as close as possible to 
‘listening to children on their own terms’ (Gilligan, 1982; Oakley, 1981). However,
I impinged upon the research project as a researcher, adult and a former refugee 
child myself. I think by engaging with a non-standard method of analysis, such as 
the Voice-relational, clearly gave me more freedom in terms of interpreting the 
data, however this might also have made it easier for me to interpret the data in a 
less ‘objective’ way. Thus, I focused on what I found important in the children’s 
stories. I also think I was influenced by previous refugee research, and I seemed to 
have interpreted some of the data in accordance with a pre-existing framework. 
Hence, because of the subjectivity of the study, evaluating it in traditional terms; 
objectivity and neutrality to the research process, is not applicable to this study.
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Instead, qualitative research can be evaluated through the ‘grounding in examples’ 
in relation to the interpretation of the data (Elliott, Fischer, & Rennie, 1999; Smith, 
1996b). Additionally, the sample of children was very small and therefore the range 
of experiences perhaps limited. Therefore, this study can only be representative for 
this specific group of children, which creates limited generalisability. Thus, any 
conclusions drawn from this study have to be tentative.
Analysis
In the analysis I noted the spoken voices, and voices that were silenced. Within the 
main overarching voices, a multitude of voices has been discussed. The main 
identified voices are: remembering and forgetting the past, initial responses to 
separation from homeland, positive framing of experiences, identity and change, 
and the family context. I have also included my own voice, as a researcher and a 
person, and the voices of previous researchers. Empty brackets in the quotations 
mean that material has been omitted, clarifications have been given in the square 
brackets and the dots mean a pause in the story or speech of the participants.
Remembering and forgetting the past
Remembering the past, forgetting, resisting to speak of the past and framing 
memories differently were present in all children’s stories.
I don’t really remember a lot about how I came and what I did before... 
but in Afghanistan I remember a few things like... once when... when 
this... I had some... I got scared, when I was small... when I heard 
some... someone firing bullets... outside, I got scared and so I ran into 
the living room, where my mum and my brother was [ ] (Bashir)
Bashir spoke about his memories very openly, despite saying he did not remember a 
lot. He remembered himself being small and scared. He spoke about a protective
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relationship with his mother and brother, almost as returning to a secure base 
(Bowlby, 1969). It seemed some of the children could speak about their difficult 
memories in a connected and emotional voice, appreciating the fear and sadness 
they felt back then, but without the fear of reliving it. Melzak (1999) describes that 
children with basic resilience rooted in their families are able to address those 
issues. I noted that some of the children focused on remembering positive things 
about the past, attempting to forget and resisting speaking about negative events or 
traumatic memories.
I try to forget bad memories, ‘cause I don’t really like thinking of bad 
things... just try to make myself think of the good things. Good 
memories.
I: Yeah... How do you feel thinking about the bad things?
I just try to forget them... like in Germany the bad things, I always tried 
to get them out of my mind, just to keep the good memories. (Suzanne)
Suzanne had seemingly silenced herself, in relation to her ‘bad’ or ‘negative’ 
memories, in an active voice of ‘trying to forget’. This relates to denial and 
avoidance of maybe difficult events, leading to self-silencing, which according to 
previous research (Bar-On, 1993; Danieli, 1998), is very common among refugee 
children. Danieli (1998) conceptualised the silence as an inability to integrate past 
experiences. What is remembered depends upon the personal as well as collective 
reconstruction of adverse events (Rousseau, Drapeau & Platt, 1999). Through 
denial parents wish to recreate the child’s sense of security and their own self- 
respect (Hobofoll, Spielberger, Breznitz, et al., 1991). Kirmayer (1996) suggested 
that the collective meaning attributed to events, shape the constructed memories 
around them. Due the collective reconstruction of memories, some memories could 
not be expressed.
154
[ ] I just... you know, I think about the good times I had, ‘cause I don’t 
think of the bad... big things... yeah. [ ] I just remember the good 
memories, that’s the memories I miss...
I: So, you said you think about the good things, not the bad things....
Uh... I... I just... because I was very young I don’t remember 
everything, I just, you know, big bad things maybe... uh... bad things, I 
mean policemen came, and they were looking around everywhere, 
because these two people had escaped from prison, so it was a big group 
of policemen asking me when... I was playing football and I was just 
kicking a ball, and I had never heard of men... you know, with shield and 
batons, and they were... when I was four or five... that was a bad 
memory... and just my dad had a heart attack, I didn’t see him have a 
heart attack, I didn’t see him... ,
I: So, you don’t like thinking about it, but you can still talk about it...
I... I can’t remember, I mean I just remember things, I remember... 
when I think about it, I remember mostly positive... like eating this, it 
was really nice... I can’t remember... uh... bad things, ‘cause I think my 
parents, they shielded me from the reality and... the things that were 
going on... so, in my mind, because I was a kid, I was all smiling... 
(Farzhad)
Farzhad talked about himself as someone who doesn’t remember and doesn’t know. 
He silenced himself and avoided memories about traumatic events, and only wanted 
to remember the good things (Bignell, 2002). Despite his parents protecting him, he 
had some ‘bad’ experiences, which were voiced in the interview, such as the 
encounter with the policemen and his father having a heart attack. Children were 
often encouraged by parents to forget the past and look to the future, and the silence
can be thought of as a survival strategy for the family (Almqvist & Broberg, 1997). 
Melzak (1999) describes that, in families who do not speak about the past, children 
will deny themselves and silence themselves in order to protect and be loyal to their 
parents. Through silencing, key aspects of experiences become repressed, 
reinforced by an environment that does not want to listen.
[ ]I don’t really remind her [his mother] about her family and all, but 
yeah... I try to... ‘cause I know that, you know, inside she’ll get upset... 
but she’ll just be sitting there... sometimes she goes out the door, likes to 
relax... just, you know, be with herself... ‘cause she misses them a lot... [
] so I try to comfort her... or when I talk to her... ‘how is that and have 
you heard from them’[ ] I don’t want to say something that might trigger 
something and she’ll get upset, with her memories... (Farzhad)
Again, Farzhad silenced himself in order to protect his mother. However, in the 
interview and in the analysis his voice is heard, but through taking on responsibility 
for his family, he has disconnected from his own emotions. He spoke of himself as 
someone who doesn’t remind her and who tries to comfort her. Consequently, the 
children who did not speak to their parents were perhaps left to deal alone with their 
memories (Melzak, 1999; Pynoos & Eth, 1990). In Almqvist’s and Hwang’s (1999) 
study, the prominent coping strategy for parents was to avoid the topic of adverse 
memories, which lead to the silencing of their children.
In response to the children’s positive framing of the past, I encouraged them to 
speak about the past and their emotions in full, and not silence themselves. 
However, through the process of interviewing, I became more and more aware that 
the silence and positive framing of the past was a survival strategy for these 
children, which I came to respect more than I had initially. It appears my ‘adult’ 
voice, and the obvious authority and power, including my questions, was at risk of 
possibly creating an ‘adultcentric bias’, where I described these children’s worlds 
from an adult perspective.
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Initial responses to separation from homeland
Understanding the purpose of their flight and transition to another country was a 
struggle for most children, where descriptions of loss and confusion dominated their 
narratives.
Loss
Loss, in relation to refugee children’s lives, was a very significant and common 
experience, as loss refers to loss of family members, as well as language, homeland, 
culture, environment and everything one has been used to (Bowlby, 1973). Loss can 
create feelings of sadness, despair and hopelessness (Almqvist & Brandell- 
Forsberg, 1995).
Yeah, we left about...it was three in the morning... My grandmother 
woke up... but she went back to bed, ‘cause she did not want to say 
goodbye. We had kind of a party to say goodbye, something like that... 
and I just stood on my own... I couldn’t say to anybody goodbye... so I 
just told my sister to go and say goodbye for me... I just couldn’t go... 
and the next day I saw my grandmother and my grandfather came out at 
the last minute and said goodbye. But it was like, really bad... (Suzanne)
I just couldn’t remember, because I was five years old and we went to, 
you know, a place and... I thought we were going ... like my mum and 
dad told me we’re going on holiday or something like that... and like I 
was saying: why aren’t we taking our grandma and grandpa with us? And 
my mum and dad said just: let’s go... and then I was crying all the way...
(Diane)
Suzanne and Diane spoke about themselves in a voice of sadness and distress, and a 
resistance to let go of people close to them. In terms of the relational self, they both
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spoke about their relationships to her grandparents, whom they felt very attached to. 
Suzanne refused to say good bye to her grandparents, which can be conceptualised 
as a childish temporary denial of reality in order to regain control, referred to as 
‘protest’ in Bowlby’s and Robertson’s work on phases of separation (Bowlby, 
1973). Diane tried to make sense of leaving her grandparents behind. Her parents 
silenced her voice, and she was left dealing internally with her sadness and loss 
(Melzak, 1999; Pynoos & Eth, 1990). Lazarus and Folkman (1984) and Brotman 
Band and Weisz (1988) have described that refugee children cope in an emotion- 
focused way, rather than problem-focused, as they have little control over changing 
their lives. In contrast to this sadness, Ashraf told a different story.
I forgot many things, but anyway... when I was young... I was young 
anyway., so my Farsi wasn’t that good as it would... any way, when I was 
like 8 years old. ‘Cause I was still young, by then ....’cause I wasn’t that 
good anyway, ‘cause I was young. I don’t think I feel as if I have lost a 
lot of it, ‘cause it’s not like I was an adult, and I completely forgot so 
much. So, to me it was... it was.... no, I don’t really feel at all that I have 
lost anything (indistinct), I’m still learning. (Ashraf)
Ashraf ‘s account could be viewed as disconnected from any feelings of loss or 
sadness, but could also be conceptualised as resilient and reframing, in terms of 
reducing his loss to insignificant in comparison to if he had been an adult. His 
account is rather confusing and perhaps I was wondering about what was not being 
said here. His emotional voice seemed to have been silenced and denied, with a 
denigration of the importance of his experiences, compared to adults. Either, Ashraf 
used avoidance and denial as emotion - focused coping strategies (Lazarus & 
Folkman, 1998), in order to stay disconnected from his emotions, or he reduced the 
sense of loss, which means he did not have to experience feelings of distress. 
Bowlby (1973) conceptualised this response to loss as detachment. It appeared as if 
in relation to his native language and the past, Ashraf was also trying to re-establish 
himself, by still learning, in order to reduce the significance of loss. Ashraf silenced
himself in the interview context as well. Denial is a commonly used defence 
strategy against painful feelings in refugee children (Melzak, 1992).
My response to children’s experiences of loss, was of empathy and compassion. In 
relation to the interviews I suspect my own personal experiences might have 
affected my responding and what children and young people have been encouraged 
to talk about, might have been experiences which resonated with my own.
Confusion
In their accounts of how they left, all of the children in this study were initially 
confused about what had happened when they left their country of origin and why 
they had fled.
We didn’t prepare. Yeah, we... at the time I wasn’t sure what was 
happening, I thought we might be going for a break or going to visit 
someone. But, now when I’ve grown older, I know the full story, my 
parents have told me and I’ve seen it on the news, documentaries... 
about the civil war and stuff...[ ] Uhmmm... It was... At the time I 
thought it was quite exciting, I wasn’t sure what was happening, ‘cause it 
was really quick... and uh... we moved really quickly and we didn’t 
have time to prepare. And we flew out really fast... (Mohammed)
The recollection of the abrupt flight and not being given an explanation, seemed to 
contribute to Mohammed’s perception of lack of control and confusion. The 
changes associated with flight can be highly disorienting (Ainslie, 1998; Grinberg 
& Grinberg, 1989), especially as refugee children and adolescents often experience 
abrupt, involuntary and violent uprooting from their home-country (Rousseau, 
1995). Mohammed’s own voice in the past was one of confusion and perhaps 
excitement and anxiety, whereas the present one was one of making sense of and 
understanding the reasons for flight, possibly silencing the former.
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Some of the children spoke in a more emotional voice:
[ ]...and I started there from year 2 to year 5, just began year 5 and they 
said ok, we had to leave Germany. It was like... horrible. It was like 
home... and we had to leave it, and I just couldn’t understand why we 
had to leave...
I: How did you feel when you had to leave Germany?
It was a surprise... I didn’t know what was coming... you know, when 
you’re in... somewhere, you don’t know what’s going to happen next.
You’re like in the same position. You’re like wondering, where am I?
What am I doing here? (Suzanne)
Suzanne voiced her confusion about being in a state of ‘not knowing’ and not being 
able to make sense of her experiences. This was a voice of distress and desperation. 
Almqvist and Hwang (1999) described children not being actively involved in the 
decision making about flight, but they are also not informed most of the time and 
have no control of their own lives. The parents in this study were also unable to 
have any control, assure safety, and act as a secure base (Bowlby, 1969), as the 
families were at the mercy of politics, government policies and laws, which 
contributed to distress and a collective feeling of lack of control. According to 
previous research by Almqvist and Broberg (1997), children have a need to deny 
their parents’ failure to protect them, as this awareness constitutes a threat to his/her 
psychological development.
Positive framing o f experiences
All children in this study were able to frame their experiences positively, and 
showed resilience through meaning making and sharing their experiences.
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Meaning making and resilience
All the children in this study struggled to make sense of their experiences of 
separation, what it meant and how to frame them in the present. Resilience was 
defined as: ‘means to maintain adjustment by reducing the otherwise noxious 
effects imposed by unfortunate life experience’ (Cohler, Stott, & Musick, 1995, 
p.754). This means any protective factors such as coping techniques, environmental 
support, and personal characteristics used by the individual, family or culture. The 
voice of hope and resilience and the ability to frame experiences positively was 
present in all the children’s stories.
I went into another place, but I can’t remember... Uhmm... we thought 
we were going in a house, but it was in a strange... you know, in a 
strange place, where all, you know, other Muslims go and stuff. [ ]... and 
then we went in a flat. And it was damp, the flat was damp... and we 
were there about some 8 months, 7 months and in that same flat, but on 
top ...I got used to it.
I: Ok, and when you lived in that flat, did you like X  [town where she 
lived]?
Yeah, after I got used to it, yeah... ‘cause I found many friends there.[ ]
After I got used to it... then I found some people from my country 
there... uh...it was fun and then this lady that my mum and dad talk 
about, she was helping us and we went out with her and stuff... [ ]
I: How do you think moving from Kosovo and between places has 
affected you?
Well, sometimes I think ‘good’, ‘cause you know, it was fun, and 
sometimes I think... in some places, like in that horrible place that we
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went once, you know, that upset me as well. So, in there... some places 
where you get happy, and sometimes it’s bad. (Diane)
Diane talked about her experiences with flight, transition and changes in her life. In 
speaking of herself, Diane’s used repetitions of ‘I got used to it’, which seemed to 
be a voice of coping and silencing distress. Even in adverse times she seemed able 
to cope and stay resilient, being with her family during these events. Berman (1999) 
reported that refugee children were able to make meaning of their experiences 
because they had shared these communally and collectively among their family and 
friends, and survived together. In terms of relational voices, in all the children’s 
stories there was a collective voice, a ‘we’, which suggested a strong family unity. 
There was also the ability to form new relationships and attachments, even though 
attachment bonds with relatives and friends had been severed in the past (Bowlby, 
1988). Meaning was also made through a positive view of the future.
I think here there’s a lot more opportunity... you get a job and 
everything... ‘cause there’s a lot more things, like computers and 
everything... here...and they got a lot, they’ve got labs and everything, 
so they can research new things, and medicines and things, so then 
usually when something new comes, it’ll usually come out here or 
somewhere similar to here, so there’s a lot of opportunities here... [ ] I 
think it’s... in this situation, it’s much better to be here, than in 
Afghanistan... [ ] I reckon that I would have a better time here than ... 
now, if I was there., like now... ‘cause probably we wouldn’t have a 
proper house or a proper... anything to eat or anything like that... so, I 
wouldn’t really like it [ ]
I: Ok. What would you want to do in the future?
Uhmmm.... Not sure, but I like to be a pilot, maybe a doctor, or 
something to do with computers. ‘Cause I think... I’m quite good at
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computing, and they get quite a lot of money... A doctor gets quite a lot 
of money, and he get to help out people... and pilot, it’s just, I think I 
would like to fly... (Bashir)
Bashir spoke of himself in a positive, self-confident and hopeful voice. He made 
positive meaning of the present and of the future, described what he thinks, what he 
likes, what he doesn’t like, what he would want to do and what he is good at. 
Almqvist and Hwang (1999) described positive thinking as one coping strategy 
employed among refugee children. In terms of his relational voice, this is one of 
wanting to succeed in the future, and therefore allying himself with his new 
homeland, where he has opportunities. The high level of motivation academically 
and career-wise, made these children resilient to the possible adverse effects of 
flight and painful experiences from their homeland. Guamaccia and Lopez (1998) 
noted that the academic motivation of parents to immigrant children was a valuable 
resource to children and their school. Bashir and the other children also showed 
resilience and hope through making meaning and sense of their experiences and 
putting them into a context (Angel & Hjem, 1992; Rousseau, Said, Gagne et al., 
1998).
My own response was of respect, as I felt these children were able to voice the 
complex nature of their experiences. I thought the positive view of being here, was 
possibly reinforced by parents, constructing flight in terms of gain, rather than loss.
Sharing and resonance
Another way to understand, and frame their experiences positively was through 
sharing them with others in a similar situation.
‘Cause they kind of understand what you have been going through...
‘Cause if people have just kind of lived in one place and like didn’t do 
anything like special... or anything that was difficult... and had to make
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difficult decisions... they don’t understand what you have been going 
through... so...so, it’s actually good that other people know what you 
have been going through...(Suzanne)
Suzanne reported feeling able to relate to people from other cultures, as they shared 
her experiences and struggles. She spoke of herself as appreciating sharing her 
experiences. This relational voice is one of mutuality (Josselson, 1994), connection 
and belonging, which follows the loss of the homeland and attachments (Bowlby, 
1988). The encounter between the children in this study and others in a similar 
situation, created an ‘us’ and a feeling of resonance and embeddedness (Josselson, 
1994). This also links to the next theme of identity development and integration of 
change. Rousseau, Said, Gagne et al. (1998) found that unaccompanied refugee 
adolescents could through the shared experiences with their peers, make meaning of 
their experiences and show resilience.
My responses to these children were admiration and surprise, as they talked in terms 
of integration in society and open-mindedness towards different cultures. Again, I 
recognised the pattern in myself, of allying myself with people from different 
cultures, and feeling more of a bond with them, than with people in the majority 
culture. Therefore, I also felt a bond to my interviewees.
Identity and Change
Two areas in relation to identity and change were identified: the transition into a 
refugee identity and the adaptation / integration process. The issues of identity and 
change seemed very pertinent to children and young people, who fled their 
homeland and had been in transition, especially as children and young people are 
still in the process of developing their identities (Eriksson, 1968).
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Transition into a ‘refugee identity
Fleeing to a different country involved becoming a ‘refugee’.
...sometimes it can be daunting, ‘cause you see ‘ oh, refugees this, that’ 
on the TV. You think you might get... uhmm... I don’t know, 
stereotyped. [ ] Refugee is very negative, or like look in the Sun 
newspaper, that articles describe them as people who just come here for 
money or something like that, just... scrounging or something, you 
know. Not genuine, just liar or something, thieves, that’s the 
connotations I’ve been given. [ ] I like the fact that even though being a 
refugee has got so many negative connotations, that I am from 
Afghanistan... uh... and yeah, I’m proud of that. Uhmm... I like that I’m 
doing well in education. [ ] I like the fact that I... when I’m with people I 
can gain their respect, I... uhm... they respect me ‘cause I’ll help them or 
something, or uhm... yeah. I’ll gain their respect, they will never... 
uhm...They will become friends with me, I make friends quickly...[ ] I 
can get on in the playground, because if there is a fight, I don’t really 
back down. But, in the classroom I’m also good, so... I get a lot of 
respect through that way, because.. I’m... they don’t see me as a geek, 
they don’t see me as one type of guy. I’m like all-rounder, yeah...
(Ashraf)
This young man described ambivalence regarding his identity. In relation to British 
society, Ashraf silenced and distanced himself, when he spoke about the negative 
associations of being a refugee, using ‘you’ and ‘they’. There was also a voice of 
resistance here, where he said that despite all this, he was still proud to be Afghan. 
This resistant voice of accomplishment, education and popularity in relation to 
friends and school, where he described himself as able to ‘gain respect’ and ‘make 
friends quickly’, but ‘also good’ in terms of schoolwork, became the voice that 
‘drowned’ the stigmatised refugee voice. Previous research (e.g. Gil & Vega, 1994;
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Munroe -  Blum, Boyle, Offord et al., 1989; Stiles, Gibbons, Lie & Sand ,1998) has 
shown that self-esteem seems to be a very prominent issue for refugee adolescents, 
particularly in a school context (Guamaccia & Lopez, 1998). It appeared the 
children’s identities remained relatively positive and empowered, despite the wider 
negative societal views of refugees (Verkuyten, 1995). Adapting to society and 
resisting the refugee label was important for all children.
People, some people associate refugees... to like foreigners, and they 
don’t really like it, ‘cause foreigners... and things like that, but... And 
then they’ll associate you with being... being poor and taking like... 
people’s money away. (Bashir)
The voice of stigma became apparent in this account, where being a refugee meant 
you’re not liked and rejected by society, which was why Bashir silenced himself in 
relation to other people in British society.
I: Do you think being a refugee affects you?
Mmm... I’m not really sure, ‘cause I’m kind of used to being a refugee... 
used and... I don’t... I don’t like telling other people that I’m a 
refugee... but, uhmm... I don’t really mind if not many people know that 
I am actually a refugee... so... (Bashir)
In speaking about himself, Bashir described uncertainty about being a refugee: on 
one hand he is used to it, but on the other he does not want others to know. Through 
perhaps silencing and denying a part of himself, he adopts a position of ‘passing’ 
(Goffman, 1968), where one can choose whether or not to disclose one’s true origin 
or identity, or ‘pass’ as a member of the dominant culture. This is an oppressive 
relationship, where disconnection and partial rejection of oneself is necessary in 
order to survive and avoid racism. Marris (1991) described how children, who have 
to betray their early attachments, are at risk of identity problems. In Suarez-
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Orozco’s study from 2000, refugee children in the United States similarly expressed 
experiences of racism and prejudice from the society around them.
In my response I was aware of my own identification with their struggle to 
empower themselves in order to resist society’s view of refugees, refusing to be 
reduced into a ‘refugee’ label. I could also, similarly to Bashir, ‘pass’ for another 
national identity, which made me consider the different positions of myself and the 
children who could not ‘pass’ as something else. I also felt angry that they had to 
disconnect from their original culture, in order to feel accepted by their current 
society.
The Adaptation /  Integration process
In accordance with previous research (Hicks, Lalonde & Pepler, 1993), the children 
in this study experienced stress in relation to change and adjustment to a new 
country, which was determined by risk and protective factors in three interacting 
systems of the child, the larger community and the family. Some of them, however, 
resisted speaking of any difficulties.
Well, when I’m in school, I see myself as an equal to anyone else. [ ]... 
and most places I’m not really conscious that I’m a refugee. I’m just 
another person in the class. It’s... it’s not like, I’ve been to school where 
I stand out, I don’t really stand out that much. There is people who are 
British, and they’re like same colour skin, but probably brown hair, not 
black hair, like me. But I don’t stand out that much, it’s probably, my 
name Ashraf stands out, but that’s it. So, I’ve never been conscious of 
it... I don’t think being a refugee..., when I first started here, school, I 
wasn’t even aware of where I was, I was just like in another school. To 
me, it would have been the equivalent of changing schools, from a school 
in Afghanistan, to a school in England. (Ashraf)
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Ashraf s voice of adaptation can either be interpreted as one of resilience (Cohler, 
Scott & Musick, 1995) or one of self-silencing in relation to difficulties encountered 
when coming as a refugee to a new country. Ashraf spoke about himself in 
‘normalising’ terms: he had become anyone in the classroom and assimilated 
(Berry, 1988). All of the children seemed to be striving for belonging and 
embeddedness (Josselson, 1994). In relation to partial self-silencing or assimilation, 
this participant seemed to use this as a self-esteem enhancing strategy (Gergen, 
1971). It seemed most children attempted to ‘normalise’ their experiences to make 
them more manageable. Miller (1994) described the refugee children’s 
psychological well being in his study, as largely linked to the ‘recreation of 
normality’. Another difficulty these children faced was balancing two cultures and 
attempting to integrate them.
‘Cause I’m stuck in the middle, kind of. And sometimes you have to 
switch between... Once you’re... like let’s say you’re at school and 
you’re at home, you might have to switch personalities... because maybe 
you’re in an English way at school and you’re in an Afghan way at home.
So, you have to... it’s kind of difficult to... to be one person... 
(Mohammed)
Mohammed spoke of himself in relation to both cultures, where he feels some 
belonging, but there was a voice of feeling incongruent and not coherent across 
situations and environments, where he needed to deny or silence one part of himself 
depending on the setting. All of the children struggled to integrate, which according 
to Berry (1988) means maintaining some cultural integrity as well as becoming an 
integral part of a larger societal framework. They strove for embeddedness and 
belonging within a social network (Josselson, 1994). The fragmentation 
Mohammed described can create difficulties in terms of identity formation (Marris, 
1991). As the formation of identity is central to childhood and adolescence, young 
people have to complete this task and bridge generational, as well as cultural gaps 
(Fantino & Colak. 2001).
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My response initially, with some of the children’s silence or denying voice, was 
anger, especially at Ashraf s refusal to acknowledge the oppressive reality, and in 
the context of the interview I think it contributed to me challenging their views 
more. Because of my emotional involvement in this topic, I might have lost sight of 
monitoring my own responses to an extent in the interview.
The Family Context
The family’s importance was emphasised by all young people interviewed. Family 
was spoken about in relation to a number of areas, such as silence, protectiveness, 
facilitated closure, resilience, construction of memories, retention of culture and the 
transmission of unresolved experiences. Because of space constraints, and the 
overlap of the four first areas with other voices covered in the analysis, only the two 
latter areas are discussed here.
[ ]my mum came here for us, if she had the option she would have, you 
know, stayed... if it was just, if she didn’t have kids, she would have 
stayed. And my dad, he was in danger or something, ‘cause if he goes 
back... he would..., and a lot of his friends as well, if they go back, 
they’ll be not good, go to prison and...[ ] you know, in prison they 
tortured all the prisoners, and they like beat them to get answers. [ ] All 
the men were beaten up, and they like were fed water and... the place 
wasn’t clean so, and they had a toilet in the comer. So... if you have a 
room like this, there’s maybe 20 men. So... that affected him a lot. 
(Farzhad)
Farzhad spoke in a voice of attunement to his parents experiences and emotions, in 
relation to what his father has experienced and what his mother has given up for 
him and his siblings. This voice of attunement to others seemed to have contributed 
to a denial of his own needs, in order to protect his parents (Zivcic, 1993). 
According to previous research (Almqvist & Hwang, 1997; Hjem, 1997), the
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coping strategies employed by refugee children and adolescents, are usually the 
ones most facilitated by their parents, however children’s adjustment also 
influenced the hope and optimism of their parents. There was also a similar 
interactional pattern found between refugee families and society (Almqvist and 
Hwang, 1999). Farzhad spoke of a transition of his father’s trauma.
I: Do you think it has affected you in any way? I  mean his experiences?
Yeah, because maybe... ‘cause that’s affected him, and I live with him... 
sometimes he has nightmares... one of his friends died in front of his 
faces, and they killed men in front of their wives, and they killed... 
killed children in front of their parents., and dad, he gets haunted by the 
things he sees. Not... we don’t talk about it, because it is disturbing. 
(Farzhad)
Farzhad expressed not speaking about the ‘unspeakable’, which silenced his own 
voice and possible need to resolve past experiences, even though the impact on 
himself was acknowledged. The unavailability of his father is a threat to their 
attachment relationship (Kobak, 1999), especially as recent research has shown that 
parent — teen communication facilitates adolescent development. It seemed Farzhad 
did not have a lot of things to say about himself, and a lot of what he said was in 
relation to his mother and father, which says something about the collectivity of the 
trauma experienced. Danieli (1998) speaks about the collectivistic nature of trauma, 
which can be transmitted through the denial, silencing and avoidance of this type of 
experiences. In this study, it appeared that children’s stories about parental support 
and openness were linked to their well being. Children of parents with 
overwhelming problems are ‘psychologically unaccompanied’ (Melzak, 1999) and 
children’s mental health seems to depend largely upon the psychological well being 
of their parents (Aheam & Athey, 1991; McCloskey, Southwick, Fernandez- Esquer 
et al., 1995; Melzak, 1999; Rutter, 1989).
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My response to the children’s traumatic memories was empathy and concern that 
the silence in families seemed to leave things unresolved. I became aware of my 
own tentativeness in the interviews, possibly buying into the ‘conspiracy’ of silence 
(Danieli, 1998). This feeling of protectiveness, might have silenced them as well as 
myself, as I did not want to exploit or objectify them. The family was also described 
by the children and adolescents as retainers of the culture of origin.
I: Do you talk about Afghanistan with your parents?
Sometimes, when it’s on the news or if I want to know about Afghani 
tradition, for various things, like funerals or weddings and stuff. Or if I 
want to know... or like traditional tarts or whatever... ‘cause we’re not 
really... I mean, there’s not a lot of information in encyclopaedias, or 
anything like... on Afghanistan. It’s all a bit of a mystery... so we can’t 
ask anyone else. And they tell us. I find it really fascinating. [ ] Even 
though, we know other Afghan families, we don’t really talk about 
Afghanistan that much or we talk about what’s going on now... not the 
past... ‘cause we don’t really like to talk about it.[ ] I quite miss it a lot 
[Afghanistan]... ‘cause my parents often tell me that it was really quite 
good before the w ar... Everything was really good... (Mohammed)
Mohammed spoke of himself as someone who wants to know, who finds it 
fascinating, who misses Afghanistan, but in relation to the past his collective voice 
spoke that ‘we’ do not talk and ‘we’ do not like talking about it, silencing the 
former. In terms of these children’s relationship to their parents, it is through this 
link that their relationship with the homeland and culture was kept alive. Becker, 
Morales & Aguilar (1994) convey from their study that refugee parents expected 
their grown children to respect their commitments without repeating their failures or 
experiencing the same traumas. Here, only the culture and positive memories were 
spoken about in relation to the homeland. The silence and avoidance of refugee 
experiences in familial, societal and political contexts, reinforced the silence in the
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young person (Summerfield, 1999; Jeppson & Hjem, 2001). It seemed the 
collective ‘we' of the family silenced children’s own voice and emotions, also in the 
interview. Children’s avoidance of speaking of emotions, made me possibly pursue 
that more.
Overview
Despite previous researchers’ underestimation of refugee children’s and 
adolescent’s ability to voice and verbalise their own experiences (e.g.; Cochrane, 
1979; Kallarackal & Herbert, 1976; Munroe-Blum, Boyle, Offord et al., 1989; 
Rutter, Yule, Berger et al., 1974; Sowa, Crijnen, Bengi -  Arslan et al., 2000), this 
study re-presents children as capable of their own view and competent to speak in 
their own voice about their experiences. However, letting children themselves ‘be 
heard’ and being subjects in their own right, with a view of the world worth 
listening to (Alldred, 1998) does not exclude the fact that they are part of a family, 
community and society. Hence, their voices are shaped by their context, as well as 
the relationship with me as a researcher, and the presence of one parent in the 
interview. This study has taken a relational approach, through which different 
interrelated systems can be addressed, in order to avoid both objectification and 
pathologising (Papadopoulos, 2001; Papadopoulos & Hildebrand, 1997).
In relation to remembering the past, some of the children spoke about memories 
openly, demonstrating a connectedness to the past, and an ability to integrate 
memories. Other children avoided speaking of difficult memories and focused only 
on past positive events, possibly to protect their family or as a result of a family 
coping strategy. On a societal level, the children’s silence seemed to be reinforced 
by the hostile attitudes towards refugees. The pervasiveness of silence and 
avoidance is in line with previous research (Almqvist & Broberg, 1997; Bar-On, 
1993; Danieli, 1998; Rousseau, 1993; Rousseau & Drapeau, 1998), but, the children 
in this study also expressed positive views about being interviewed and being able 
to speak about their experiences, which only recently have been recognised by other
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researchers (Berman, 1998; Dyregrov, Dyregrov & Raundalen, 2000; Fantino & 
Colak, 2001).
The present study brings to the fore something that has been rather ignored and 
silenced in research on child refugees, which is their resilience and ability to frame 
experiences positively (see Phibbs Witmer & Culver, 2001; Strak, 2001). In the 
initial responses to the separation from their homeland, voices of loss, confusion 
and despair, alongside voices of denial and disconnection from emotions, came 
through in the children’s accounts. Eventually, most children in this study had been 
able to make meaning of their experiences, and framed their experiences positively. 
Due to the collectivism of these children’s experiences, memories and stories, the 
family seemed central to these children’s recovery and ability to thrive. Recent 
research has emphasised the importance of a resilient family system, which supports 
individual adaptation (Apfel & Simon, 1996; Weine, Vojvoda, Hartman et al., 
1997). Children who are unable to communicate their worries to their parents are 
more vulnerable to future psychological problems ( Danieli, 1998; Fantino & Colak, 
2001; Melzak, 1992; Pynoos & Eth, 1990). Some of the children coped with their 
experiences through sharing them with other young people from other cultures, 
finding mutuality and embeddedness (Josselson, 1994), which means that 
relationships with peers could also facilitate resilience. This is important in relation 
to unaccompanied refugee children.
In terms of identity and change, the children in this study attempted to meaningfully 
integrate notions of space, time, and social relations (Eriksson, 1956). All children 
addressed the stigma of becoming a refugee. One way of maintaining an 
empowered identity was to define oneself in other terms, silencing their stigmatised 
voice, through academic success, resisting the refugee label, or ‘passing’ as a 
member of the dominant culture (Goffman, 1971). This sheds light on the 
oppressiveness of society towards refugee children. In relation to adaptation, some 
of the children attempted to assimilate (Berry, 1988), breaking some of the 
connections to their homeland; others spoke of the fragmentation between the
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culture of origin and the culture here. In accordance with previous research: flight, 
uprooting, disruption and the insecurity and confusion caused, affected 
psychological and social development, making the process of identity formation a 
difficult incorporation of two or more sets of cultures (Fantino & Colak, 2001). In 
relation to these young persons’ adaptation to British society, even adverse 
experience seemed to be minimised, with the support of strong interpersonal 
relationships. This resonates with Verkuyten’s (1995) theory on microsocial 
relations, where children are insulated and protected against the negative societal 
views of refugees through the positive and empowering relationships they have with 
their family, friends and teachers at school (Stiles, Gibbons, Lie & Sand, 1998).
The family context seemed to be central in relation to these children’s experiences 
and well being. The impact of parental experiences and psychological well being 
was found in all children’s narratives, especially in relation to their parents’ traumas 
or sacrifices. This is in accordance with other research (Aheam & Athey, 1991; 
Almqvist & Broberg, 1997; McCloskey, Southwick, Femandez-Esquer et al., 1995; 
Melzak, 1999; Rutter, 1989). However, the collectivist framing of memories and 
experiences, and the sharing nature of this can be seen as resilience on a family 
level. This goes against the Westernised model of individual assessment and 
intervention, criticised by Phibbs Witmer and Culver (2001). Additionally, some 
children spoke about their parents as a link to the native culture and homeland, 
which has been addressed in previous studies by Espin (1999) and Narayan (1997), 
but in relation to frictions between the parental and the young person’s way of 
integrating into the majority culture.
Attention should also be drawn to the societal system around the family. Children’s 
emotional well being does not seem to only be dependent upon the transition and 
change, but rather a combination of risk and protective factors, in the context of 
being a refugee (Fantino & Colak, 2001). In the light of this study, it is clear that a 
systemic view of children and young people is crucial, as so much of their well 
being depends upon the psychological resilience of their family and the support of
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the community and society. Additionally, as the silence in these children was 
reinforced by family and societal systems, a systemic approach would be able to 
address these, without pathologising the child (Papadopoulos, 2001). The wider 
social narratives impact upon the way we as mental health professionals respond to 
and formulate around refugee clients. Papadopoulos & Hildebrand (1997) argued 
that mental health professionals conceptualise refugees within a ‘pathology’ or 
‘deficit model’, and refugees are immediately assumed to be traumatised. 
Therefore, the trauma discourse forms an unavoidable background noise (Bateson, 
1971), in every therapeutic encounter with refugees. The awareness of this noise 
can make a difference to our work (Papadopoulos, 2001). An assessment and 
therapeutic endeavour with refugee children and adolescents should strive to be 
culturally sensitive, taking into account individual, familial, societal, cultural factors 
and the context of the young person.
As mental health professionals, we should ‘bear witness’ to the experiences of 
refugee children and adolescents through acknowledgement in a therapeutic context 
(Lira & Weinstein, 1984; Blackwell, 1997). My aim to address young people and 
children as subjects, rather than objects, to hear their voices and ‘bear witness’ to 
their experiences and acknowledge their own view of the world, still brought me 
back to the fact that children exist in relationships and their ability to make sense of 
and voice their experiences is dependent upon these relationships. Consequently, I 
was funnelled back into relationship, through the collective and relational voices in 
their narrative. This insight made me consider how future research could focus upon 
the collective experience of the family rather that focus on individual experience, in 
particular as the individual does not exist as a separate entity, but rather is 
understood through the family, community and society.
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Table I1: Demographic details.
Child Gender Family
Constel­
lation
Country of 
Origin 
(Nationality)
Religion Age at 
time of 
flight
No. of 
years 
in the 
U K
Reason for 
flight
(according to 
children 
themselves)
Mohammed M Parents,
2 brothers, 
1 sister.
Afghanistan
(Afghan)
Muslim 7 9 Civil war
Bashir M Parents,
1 brother, 
1 sister
Afghanistan
(Afghan)
Muslim 4 8 War
Suzanne F Parents, 
1 sister
Kosovo
(Kosovo-
Albanian)
Muslim 7 2 War and 
persecution
Farzhad F Parents, 
2 sisters
Iran (Iranian) None 5 9 Political
reasons
Ashraf F Parents,
2 brothers
Afghanistan
(Afghan)
Muslim 9 9 Political
reasons
Diane F Parents,
1 brother
Kosovo
(Kosovo-
Albanian)
Muslim 5 4 Parental 
problems 
with Serbian 
police
1 In order to protect anonymity, the names o f  the children have been changed and their demographic 
details altered.
Appendix B: Information letter
N am e o f  researcher: A gatha Strak 
Departm ent: D epartm ent o f  P sych o logy  
T itle o f  research project: " . . .  y o u  ca n n o t find  
th in g s  th a t a re  lo s t”- B e a r in g  w itn e ss  to  re fu g ee  
c h ild r e n ’s ex p er ie n c es .
T elephone: 01483  689  176 
E-m ail: agatha_strak@ hotm ail.com  
Supervisor: Dr R iccardo D raghi-L orenz  
Departm ent: D epartm ent o f  P sych o logy  
Telephone: 01483  6 8 6  914  
E-m ail: r.draghi-lorenz@ surrey.ac.uk
In fo r m a tio n  L e tte r
I am at present undertaking a postgraduate course in Psychotherapeutic and C ou n sellin g  
P sych o logy  at the U niversity  o f  Surrey. A s a part o f  th is course I am con d u ctin g  a research  
project exp loring  refugee ch ildren’s experiences. T he project has been  approved by the  
U niversity  o f  Surrey A d visory  C om m ittee on Ethics.
The study requires m e to  conduct interview s w ith  refugee children, aged  betw een  8 — 18 
years. T h ese in terview s w ill last for about 45 m inutes and focu s on the refu gee ch ild  /  
ad olescen ts experience o f  leaving their hom eland and settling in the U .K . w ith  their fam ily . 
O ne parent w ill be present during the interview .
A ll o f  the in terview s w ill be audiotaped and transcribed. D uring the interview  the ch ild  or 
their parent can censure any m aterial they do not w ant on tape. T his w ill not be included  in 
the analysis. T apes w ill be erased after the in terview s have been transcribed and transcripts 
w ill be kept in a safe p lace to w hich  on ly  I have a ccess. A ny id en tify in g features m entioned  
during the interview  w ill be changed or om itted to ensure confidentia lity . A  co p y  o f  the 
transcript w ill be available to the participants and their fam ilies i f  requested.
Participants and parents m ay listen to the taped interview , before a llo w in g  transcription  
procedure to  continue. T he participants m ay w ithdraw  or be w ithdraw n by their parents 
from  the study before an alysis has begun (a few  w eek s after the in terv iew ). A fter  
withdraw al, any m aterial co llected  in relation to  the participant w ill be rem oved  from  the  
study. I w ill not keep  the transcripts for m y records.
The research report w ill be subm itted to the U niversity  o f  Surrey as m y secon d  year  
research report. A  cop y  o f  the research report w ill be available on request. I reserve the  
rights to  publish the research, in this case all id en tify in g features w ill be ch an ged , so  that 
con fidentia lity  is m aintained. The research w ill not be used for any legal or politica l 
purposes, on ly  for further p sych ologica l research in th is area. A ll inform ation w ill be 
treated in accordance w ith the Data Protection A ct (1 9 9 8 ). A ll participants and their  
fam ilies w ill be g iven  nam es and addresses o f  support serv ices, that sp ec ia lise  in h elp in g  
refugees.
This letter is for inform ation purposes on ly .
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Appendix C: Parental consent form
N am e o f  researcher: A gatha Strak 
Department: D epartm ent o f  P sych ology  
T itle o f  research project: " . . .  y o u  ca n n o t find  
th in g s  th a t  a re  lo s t”- B e a r in g  w itn e ss  to  re fu g ee  
c h ild r e n ’s ex p er ie n c es .
T elephone: 01483  6 8 9  176 
E-Wail: agatha_strak@ hotm ail.com  
Supervisor: Dr R iccardo D raghi-L orenz  
Departm ent: D epartm ent o f  P sych o logy  
T elephone: 01483  686  914  
E-m ail: r.draghi-lorenz@ surrey.ac.uk
P a re n ta l C o n se n t F o rm
I have read and understood the inform ation letter g iven  to m e con cern in g  th is research  
study. I have been g iven  full inform ation by the researcher A gatha Strak o f  the top ic  under 
study, the purpose, location and duartion o f  the interview  w ith  m y ch ild  (nam e):
I understand that all data w ill be confidential and any nam es or other id en tify in g  features o f  
m y child  w ill be altered in the transcription o f  the interview . A ll docum entation  w ill adhere 
to the Data Protection A ct (1 9 9 8 ) and be treated in strictest con fid en ce.
I understand that I am free to  w ithdraw  m y child from the study until the an a lysis o f  the 
transcripts begin  (shortly after the interview ), w ithout having to g iv e  any exp lanation  for 
m y d ecision . I confirm  that I have read and understood the inform ation letter and I form ally  
agree to partake in th is study under the conditions set out above.
N am e o f  Child:
N am e o f  Parent(s):
Signed:
Date:
A s the researcher, I form ally  undertake to conduct this in terview  in a sen sitive  m anner and 
ensure the con fidentia lity  o f  the individual in terview ed.
N am e:
Signed:
Date:
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Appendix D: Demographic information sheet.
Demographic Details of Child:
Age:
Gender:
Nationality:
Country of origin:
Religion:
No. of siblings:
No. of years in the U.K.:
No. of years in British school: 
Reason for flight:
UniS
Appendix E: Ethical approval letter
Ms Agatha Strak 
PsychD Student 
Department of Psychology 
University of Surrey
U niversity  
of S urrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 683811
R egistry
Dear Ms Strak
in  refugee children’sml cannot find things that are lost” -  Bearin
pyperiences (ArE./2001/99/Psych)
http://www.surrev.ac.uk/Surrev/ ACE/.
EEEsS H S S E
with reasons.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Chairman, ACE
Dr R Draghi-Lorenz, Supervisor, Dept of Psychology
Dr A Coyle, Course Director (Research), Dept of Psychology
Appendix F: Interview guide.
Interview Guide
I am interested in refugee children’s experiences and their perceptions of events in 
the process of leaving their home and coming to a new country. Preferrably, I would 
like the children to tell me their story in their own words. The interview will be as 
unstructured as possible, which means the less I intrude, the more the child will tell 
me (Greenspan & Thomdike-Greenspan. 1991). The interview is focused on the 
topic of research and it’s content and structure is informed by the Cultural 
bereavement interview structure (Eisenbruch, 1988). The interview contains three 
parts, one introduction part A, the actual interview in part B and a debriefing part C.
A. Introduction of myself and the purpose of the interview, i.e. to get to know 
about the childe and their experiences about coming to the U.K from their homelan. 
Demographic details will be taken at the start from the child and parents (See 
demographic information sheet) and recorded.
Introductory Questions:
What’s your name?
How old are you?
Where do you go to school?
What year are you in ?
If you would describe yourself, which three words would you use?
B. Could you tell me your story about how you came to the U.K from 
X (homeland)?
Perceptions o f vast
Memories: a What do you remember from there?
Memories of family still there: n Have you got any family there?
( If yes):
n Could you tell me about them? 
n What do you remember about them? 
(If no):
o Where are they?
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Continuing experiences:
Communication with past 
Contact with family:
Language:
Traditions:
Dreams:
o Do you talk about your homecountry with 
your parents?
(If yes):
n What do you talk about? 
a How do you feel about it?
(If no):
n How come you don’t talk about it? 
o When you think about X, what do you 
think/feel about it?
o If you could go back in time and change 
three things, what would you change?
o Are you in touch with your family/ 
relatives over there? 
o How do you keep in contact? 
o Do you speak X (first language) at home? 
(If yes):
When and with who do you speak?
(If no):
o How come you don’t speak it? 
o Do you speak it somewhere else? 
o How has it been learning a new language? 
o Do you miss X (homeland)?
(If yes):
n What do you miss about it?
(If no):
o How come you don’t miss it? 
o What do you feel about it? 
o What is different here from X (homeland)? 
Q Do you ever dream (or daydream) about X 
(homeland)?
o Do you ever dream about your relatives/ 
friends still there?
(If yes):
*3 Could you tell me about those dreams?
(If no):
n Could you tell me about a dream that you 
remember?
n What associations do you get from that 
dream?
o Does it have any meaning to you? 
o What do you think it means?
197
Response to separation from homeland
Feelings:
Understanding/ Meaning 
making:
Grief:
Perceptions o f  present
Understanding/Meaning
making:
Family:
Future:
Hope:
C. Debriefing Questions:
D How did you feel about leaving X (home­
land?
G What were you thinking? 
n Do you know what happened so that 
you had to leave?
(If yes):
n Could you tell me about what that was? 
(If no):
n What do you think it could have been? 
n Do you understand why you had to leave? 
n Could you tell me about it? 
n Do you think being a refugee has affected 
you?
(If yes):
D How do you think it has affected you? 
a How do you feel about it?
n How do you think moving from X 
(homeland) to the U.K has affected you? 
o What do you think the reason was for 
you coming here?
b What do you think about being here? 
b  How do you feel about being here? 
b  Do you think being a refugee/ having 
been a refugee affects you now? 
b  How do you think your family feels 
about being here?
b  Can you tell me about the last time you 
and your family talked about X (homeland)? 
b  What do you want to do in the future? 
b  What do you think will happen? 
b  If you had three wishes for the future, what 
would they be?
b  If you could change something in your life 
now, what would you change? 
b  Is there anything else important you would 
like to say?
How did you feel being interviewed?
Do you think it would have been different if you had been interviewed by 
someone who had been through the same thing as you?
(If yes): How?
Do you think the interview would have been different if someone from your 
homeland had interviewed you?
(If yes): How?
Do you think there is anything I could not understand?
(If yes): What?
What things do you like about yourself?
What would you like to be when you grow up?
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Appendix G: Interview transcript.
Transcript of interview with participant C:
Age: 12 years
Gender: Female
Country of Origin: Kosovo
Reason for flight: Persecution and War.
I: How old are you?
C: 12.
I: Do you go to school close to here?
C: It's 25 minutes away. By walk.
I: Do you like school?
C: Well... I do like school, but not like, really really like school. Just like 
spending time...
I: Ok., spending time with... like friends.
C: Yeah... and sometimes learning., sometimes... just spending time.
I: What's your favourite topic in school?
C: That's actually art, 'cause I'm really good in art. Like the teacher goes: 
'You're one of the best in the exam.' I'm like : 'Hurray! !'
I: Really! ! Do you want to be an artist?
C: Hmm well, I actually thought of being an actress, but I'm not sure..
I: What year are you in in school?
C: I'm in year 8.
I. If you could describe yourself, which three words would you use?
C: Uhmm... Funny,., uh.. like going shopping and stuff and spending 
money., and like drawing and talking as well..
I: Mmm. Do you draw a lot at home as well?
C: Yeah. I've got some drawings in my bedroom., but they're like on a pile.
I: So, you don't put-them up?
C: No. It's like, my sister she used to have some cards, like little cards and I 
used to put them on a big piece of paper and just draw on them.
I: Ok, what do you like drawing most?
C: Uhmm.. Cartoon figures.
I. Ok. Could you tell me like a story about how you left Kosovo, and how you 
came first here and then to Germany?
C: Well, things I remember in Kosovo is just.. 'cause I wasn't like really old. 
But one thing, something I remember going out with my friends and having fun 
with other children. And that's actually all., 'cause I., like I just forgot 
everything about that... Because it was like a really long time ago...
I: Alright. How old were you ?
C: I was about seven, six and a half., seven.
I: But you remember friends?
C: Yeah. I remember friends., and I used to spend a lot of time with my cousin. 
'Cause she's like three weeks younger than me and it's just.. I remember going 
to my grandma' and in the park and stuff...
I: Mmm... and is she here now, your cousin, or?
C: No... she stayed in Kosovo and there was the war. She said that was like 
really horrible, and she's got three younger sisters and a brother., and she 
always sais., 'it's a good thing that you went away..'
I: And she is still there?
C: Yeah.
I: And do you still have contact with her?
C: Yeah. We talk like every week, every two weeks.. I think., over the phone.
I: Do you miss her?
C: Yeah. I actually do. She was like one of my best friends ever, and I could talk
to her about anything. She was like a sister.. us, we were like kind of
neighbours.We went to the same class in school., and we did a lot of things 
together...
I: So, it sounds like you remember quite nice things from there?
C: Yeah. I try to forget bad memories, 'cause I don't really like thinking of bad 
things., just try to make myself think of the good things. Good memories.
I: Yeah.. How do you feel if you think about the bad things?
C: I just try to forget them., like in Germany the bad things I always tried to ' :
get them out of my mind, just to keep the good memories.
I: Ok... Have you got any other family there..
G-.Igotjustmyauntietitere.But.myuncles they've gone out,same as us,Uke
three years ago...
I: Are there any other relatives?
q . %'s my two grandmothers and like the aunties from my dad...they remember 
like me, 'cause I was the first child in the house, (laughs).^
I* Do you remember them?
remember where you lived, do you remember your house or anything
I: Do you 
like that?
and many rooms and things in the house., it's like really wee.
I* So it was quite a nice house.
isiS p lH -
really tall., about six metres... and we had to go away..
I :  S o ,  you said you dream about i t . . .  _
C: Yeah, like when we talk at home about my cousins or when we phone them.
I: What do you dream? 203
C: Uhmmm.. I see them and.. I haven't seen them for six years., and they 
probably have changed... 'cause I have changed myself. It s like a good thing 
to see them all again. After my grandma is re... she is like old., and like I 
would just like to see her before., maybe she could die., so I really wanLto-sea-—  
her again...
I: Do you have any other dreams?
C: Yeah.. I dream sometimes about old friends in Germany... It's all the times 
it's friends and family... It's like I don't try to remember the bad dreams.. I just 
go with the good things about the dreams... and my mum goes: ' You never have
bad dreams do you?' And I go: 'Oh, well, I just remember tiie ^ o d  things about--
the dreams.'
I: So, you don't have nightmares?
C: No. I don't get nightmares actually.
I: Ok... Then, when you left Kosovo, how did you leave, do you remember?
C: Uhmmm... Yeah, we left about., it was three in the morning.. My 
grandmother woke up., but she went back to bed, 'cause she did not want to say 
goodbye. We had kind of a party to say good bye, something like that..
and I just stood on my own.. I couldn't say to anybody goodbye., so I just told 
my sister to go and say goodbye for me (laughs)... I just couldnt go... and the 
next day I saw my grandmother and grandfather came out at the last minute and 
said goodbye. But it was like, really bad., and we went then far away I think... 
went on a bus., and it was like really bad., my dad was like always angry., my 
mum was like... you know, when you're in a position when you can't like stay 
in a position., you can't stay still., you just have to think, and you know., 
move around.. I mean like in the bus., it was like....
I: You mean your mum was walking around and thinking?
C: No... she was just like., trying to read the newspaper, and couldn't read the 
newspaper., tiying to think about something else, and she couldn t do that...
C: And it was like... me and my sister were like sitting next to eacljother. Just 
like my mum and dad were really angry and there were all these people., really 
strange people... I've never seen before... They did not look really friendly... I 
don't have good memories about that actually. Therewas nothing good about i t _  
It was like bad people...
I: Maybe you don't want to talk about it... How do you feel talking about it?
C: No, it's alright. I don't think about that., it's the first time I think about it..
It's like we were on a bus and we were just there for two hours. Then we went 
out of it and there was some police asking my dad questions where we were 
from.. I just don't have any memories about that...
I: And then, when did you come to Germany? Did you come with the bus to 
Germany?
C: No, we came with the aeroplane. It was like...actually there were really good 
memories... 'cause me and my sister tried to look out the window and the 
woman came and kind of sat in the window... and we couldn't see... Like(my 
mum, my dad and my sister sat next to eacb|othei) and I had to sit next to this 
woman., who did speak.. I don't know what language, but I didn't speak any 
German, I just speak my language, so I tried to talk to her sometime., she was 
asking me a question in English and I tried to talk to her in my language., and it 
was like really complicated....
I: Was that the first time you were on a plane?
C: Uhh.. Mmm.. Actually yes. My dad always used to talk to us like how good 
it is like go and travel around., so I just thought, must be good., after my dad 
used to travel around when he was young...
I: Yeah... Mmm...Do you talk about your home country with your parents?
C: I just like., like better listening to my mum and dad when they talk. But, I 
just don't talk.. I talk sometimes to my sister, but then she., she was just five 
and she doesn't remember many things., she just remembers my grandma', 
after we just got some photos., and she just doesn't remember some things that 
I do remember., and it's just like different...
I: Ok... What happened when you came to Germany?
C: We first came to England, went back to Germany and then we went to 
England. When we came to England we were like in an airport station, yeah 
.. something like that, and we were like waiting there, my dad went to give 
them the passports and something like that., and they., they told us to wait 
there and there were loads of people behind us, we were like in the first row., 
and then people were coming in front of us... then we were the only people 
there. So, they took dad and questioned him., and it was like a time when me 
and my sister., we started laughing and like came this... I don't know, we 
just started laughing and making jokes and stuff....
I: Yeah....
C :.. and my dad was like really angry., uhmmm.. state., and just didn't know 
what to do... and we stood there the whole day., we went there in the morning, 
was like about ten o'clock in the morning., and we stood there until twelve 
o'clock midnight. Was like a really long time, and I was getting like bored now. 
.. I just wanted to get home.. It wasn't funny....
I: And then what happened after that?
C: We went to my uncle.. The police said that if we didn't go back there, they 
would do something to our uncle., they would take him to prison or something 
like that., so we had to back. And then we went back to the airport station., 
they took us first in the aeroplane... we didn't know.. I didn't know what was 
going on., and just took us and put us in the aeroplane and went back to 
Germany. In Germany they started like., they questioned., they put us in this 
room. This back room place.. I did not know anything about it.. I was in 
this room.. There was like just., no beds., no nothing. Just some chairs... you 
just sit in it., and first they took mum for questioning... and then my dad.... It 
was like the whole day the same., and I slept with my sister and when I woke 
up, there was no mum, no dad... and I was like screaming: 'let me out! I want 
to know where my mum and dad is..' But they just wouldn't let me out... so 
until they brought my mum and she said ' what are you doing?' and I said: ' I 
wanted to know where you are' and they had no right to put us here..
I: Oh.. That sounds awful... How was that? Sounds like you were really sad 
then?
C: Yeah, and then the police came., and they were like... I think there were two 
police., and they wanted money of my dad or something like that... They 
wanted a hundred pounds or something like that., a hundred mark or something 
..and my dad wouldn’t give them., ’cause we had just three hundred mark or 
something., and we needed them for the., where they had to put us, you know. 
And the men were like, they just wouldn't let us go., so my dad just like threw 
the money at them. And they were like... my mum started crying, my sister was 
crying and I did not know what to do., and my dad was like really angry, kind 
of feeling uncertain with himself and really angry, you know... and the police 
men started getting the money from the floor, and they just went out.. I don t 
know what actually happened after that...
I: It sounds like that was quite scary...
C: Yeah., and I don't know why they wanted the money..Mv dadius.t told me__ 
not to talk about them., so I just don't talk about them.
I: And this was in Germany... these men...
C: Mmmm..
I: Where did you stay in Germany after that?
C: They put us in this kind of home with all these people from very different 
countries., they were like not in the same state as us., like in the 
same position as us... They were like from really, really poor countries and 
our country wasn't that poor, like we had a house., we had everything, and I 
couldn't understand why we would live with them in one room. Like we had 
our own room, but like we had like neighbours from Afghanistan and they were 
like beating up their wifes and why they were doing that? I just couldn't
understand what was going on or why they were doing that and this
woman, like she came in to our room and said: 'my husband just beat me up'. 
My dad just didn't like that and he just went: 'I think you should go out'.
I: So, there were a lot of problems that had nothing to do with you ...
C: Yeah., just doesn't matter and then found a house with like....'cause they 
put us in this....you know, bams...
I: yeah..
C: Something worse than a bam... like where there is no place to go shopping 
or nothing, you know....
I: In the middle of nowhere type of thing...
C: Something like that. And then my dad got a house somewhere in the middle, 
like there were lots of shopping and houses and stuff... and then we stayed 
there for about three years.. It was quite a big house, we had like two or three 
bedrooms., was like actually then., things were getting like sorted out and 
getting really good...
I: Ok... and did you start school there?
C: Yeah. I was already in school two years in Kosovo, but then I started from 
year 2 again., to finish.. 'Cause you know, like different year groups and 
different ages., like different things.... and I started there from year 2 to year 5, 
just began year 5 and they said ok, we had to leave Germany. It was like., 
horrible. It was like a home., and we had to leave it, and I just didn't understand 
rtiy we had to leave...
I: How did you feel when you had to leave Germany?
C: It was a surprise.. I didn't know what was coming., you know, when 
you're in (indistinct) somewhere, you don't know what's going to happen next. 
You're like in the same position. You're like wondering, where am I? What am 
I doing here? Like I had a house, yeah, in Kosovo. We did.. I said that., but 
all., we had to do them all again, you know., all like to Germany and have all 
these problems., but actually, it was a good thing, when you think about it. Me 
and my sister, we can speak now., we can understand languages faster then 
other children.. Like I can understand French., like people., like children from 
year 7 started to learn French, I've just started now to learn French and I 
quickly understand the teacher when she talks french. It's like me and my sister 
started to thinking., and understanding languages faster, there are like many 
different things that are not bad things...
I: Yeah.. Uhmmm... So, when you had to leave Germany it was kind of
unexpected..
C: Yeah. It was like on a really sunny day.. They just called my mum­
my mum thought, 'it must be a good thing/cause it was like a sunny day'
It was like orZcall and they just said we had to leave in ten days. And it was 
like 'what's happening?', where did this come from?
I: And you had to say Goodbye to all your friends...
C: Yeah.. But, I didn't actually get. It was like on a Sunday... It was Friday, 
and when I came home, my mum told me we had to leave on Sunday, so I . - 
didn't get to tell all my teacher's that I'm going.. I didn't get to tell anybody 
that I'm going.. We just told this old woman, who was a really good friend, .. 
that we are going., and she had to take care of the house and take some things 
out, 'cause it wasn't like.... It was everything ours, so we had to get everything 
out. But we didn't even have time to take them out., so just gave her the keys and 
just went., took some clothes with us....
I: You had to leave very quickly and leave things behind...
C: Yeah....
I: Yeah.... and then you learned German as well, in school, so you spoke 
German....
C: Yeah, it was like first difficult, but after doing this course to learn German,
I started understanding this..and things and learning things, which was actually 
good.
I: Ok... (Pause). I'm going back a bit now. When you think about Kosovo, 
what do you feel about it now?
C: Well, I used to think that it was like everything bad, 'cause after the war and 
after the pictures that were shown to you all the time, like the house-breaks,
broken houses, broken gardens, dead people everywhere I used to think it
was like a really horrible place. And I absolutely didn't want., never wanted to 
go there. But now, like we talk to grandma1 and grandpa1 and they just say:
It's getting., it's in good condition now .. the housesare getting builLun and -
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everything is like new now., and just like.. I want to go and see everything 
again.. It's like different...
I: Mmm.. Ok.. If you could go back in time and change three things, what 
would you change?
C: If I could change anything... It would be like, like., tell my dad not to say 
anything., that we went through Germany or anything.... Tell them just .
T don't know nothing', so that we would have a chance to stay in England.
The second thing would be., uhh.. just have a good life, change the way we 
live., we lived like in bad places and things., just.. uhm...I just, now, I've 
come to this place you know, to this condition and I just want like a good life, 
and stay somewhere for the rest of your life, you know.... just go to school, 
like everyone else...
I: Would you like to stay here in England?
C: Yeah... 'cause I think England is like, when you meet very different from 
many different countries., in London I had like friends from many different 
countries., and they were like telling me every single thing from their country 
and it was really good to listen and learn about something else, about countries. 
I started learning some Japanese and things., and that was really funny., and 
that's why I would really like to stay in London....
I: Mmm... Yeah.. And were there people who had similar experiences to you?
C: Yeah. 'Cause they kind of understand what you have been going through... 
'Cause if people have just like lived in one place and like didn't do 
anything like special., or anything that was difficult., and had to make difficult 
decisions., they don't understand what you have been going through....
But if they had, like in London many people have gone already through this, 
they understand what you have been going through., so., so, it’s actually 
good that other people know what you have been coing through...
I: You don't feel so alone with what you have experienced...
C: Yeah....
I: Ok, I'm going back a bit now again.... When you came here the second time,
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after you had left Germany., what happened then?
C. Well, uhmm.. we stayed about a month with my uncle, I think.. and then my 
d just wanted to go and talk to someone., you know, these agencies and stuff... you 
can go and have accommodation of your own., even if it's one room., and they 
couldn't just find a place for us to stay... so. there was like this possibility that we 
would go back to Germany and go from Germany
back to our country., and that., we just couldn't let that happen', you know..
We were like with new experiences now, we just wanted to stay in one place.
So., they took us and put us in a hotel.. We stayed there for 9 months and I had 
some new friends. We had like., uhmm.. a playground next to us, it was like 
lots of kids and it was like really good there.. I actually wanted to stay in that 
area... But, you just can't stay in one place forever, can you?
I: But you wish you could stay?
C: Yeah. It just.. I like travelling a lot, but I like travelling in a way that you can 
go back to a place, you know. 'Cause you., if you go to someone, yeah., you 
don t like the food, you don't like something, wherever you go there is just 
something that you don't like about it., which you got like at home.. And 
you come at home and you have everything and you feel good with it. r ’ause 
you can change at home things, but when you go somewhere else as a guest,
you can't say:'No, I don't want to eat it'or'I don't, want.. I want to put that ’
sofa on that side of the room, not that side of the room., it doesn't suit.it.Mt's ■ 
just, you know, it's different... I just don't feel comfortable..
I: So, it sounds like you want to make your decisions yourself.. You want 
to be able to decide if you want to travel, or not., or come back home..
C: Yeah.. Yeah., like have a home where you can come back...
I: Ok... Do you speak your first language, Albanian, at home?
C: Yeah. My mum makes sure that we don't forget it. My sister sometimes she 
doesn't know some words..and she just sais something in some language that 
she does know., and sometimes I try to speak different words in Albanian, and 
I speak at home my home language. 'Cause if we ever go there back.. you 
know, if my grandma' sees that I can't speak anymore., if our language is
going to go.. She will be like .. 'what have you done to your children?' to my 
mum.
I: Do you remember how to speak though?
C: Yeah., sure..
I: Do you only speak it at home, or do you speak it with any friends?
C: Yeah.. I do speak it with my uncle, my cousins in our language., 'cause . 
my mum and their mum says : ' You don't speak English, 'cause you could 
forget it '. The first time we went there they were just like talking English, and 
it was like really confusing 'cause I didn't know any English. And after I lear- 
-ned English, after that we could both speak English the same way... My mum. 
is going like: 'Don't speak English at home'. I still speak with my sister 
though, English sometimes...
I: Is it difficult to speak Albanian to your sister?
C: No., just sometimes my sister don't understand some words, and she 
doesn't listen., so I go and tell her in English.. If she doesn't understand that, I 
try like as a joke, in German. And then she goes: 'Alright, alright.. I'll do it, 
just don't use another language that I don't understand.
I: You speak German as well?
C: yeah, just a bit..
I: Have you forgotten a bit of German?
C: Yeah. I think I understand people if they start talking German., just takes 
a bit time before I can remember all the words. Maybe it would take about 2 -3 
weeks until I remember all the words. It will be actually easier, 'cause I've 
heard them and I've been surrounded by the words for about 3 years. And I 
used to write with people, and I just started speaking the same language...
I: Ok.. Do you have any contact with your old friends in Germany?
C: Well, my mum has still contact with the old woman in Germany. But, the
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phonenumbers that I had for my friends, have kind of gone missing or 
something like that.. So, I've tried to findJthem ontiie internet or something, 
like that., but I just haven't...
I: Ok.. How has it been to learn English, yet another language?
C: Well, at first it has been a bit difficult, 'cause I thought., it was like really 
difficult to learn a new language now., and English sounds a little., a bit., a 
bit different from German and took like about 3 or 4 months to actually speak a 
bit of English. And then after 6-7 months, just could speak English normal... 
it was like I've known English for a long time...
I: Yeah... When did you have to leave London?
C: After like 9, yeah 10 months, 9 months..
I: Was that also unexpected?
C: Actually, it wasn't that unexpected, 'cause they warned us before that 
we had to., we had to go to Scotland. Mmm.. my dad asked me and m y, 
sister, what do we., what to do, uhmm.. he wanted that we are happy, and nnt 
like just 'cause he doesn't want to go there, so we don't go there. But he 
wanted like., he just said everything so we were happy and have a happy 
life. So, I., first., at first we said we just don't want to go there. It's like too 
far away from here. After all, our cousins and relatives are here, so we 
thought..
I: In London?
C: Yeah., and we just said we don't want to move. Then after 3 months, they 
came back and said we have to move, it was just like 'you have to'. And we 
refused again so., the third time they grabbed us and just threw us out (laughs). 
They didn't grab us, but they just said: 'If you don't move, we're going to take 
your children and put them where we want'. It was like 'Wow!! Could you do 
that?'
I: Could you choose where you wanted to go?
C: No...
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I: Or was it just X, here you had to go?
C: They told us to go in Scotland, in Glasgow. We refused that. And then we 
had to go Leicester, for a month. And we went there for a month, and then the 
only place where we could go, a house and everything else, was in X, so we 
agreed. 'Cause we had the choice to go here or Glasgow, and we chose here to 
be more near London. So, just chose to come here...
I: Ok.. Do you miss London?
C: Actually, I do sometimes., 'cause there was always busy and stuff. Here in 
X, it's like.. five o'clock, six o'clock, everything closes, no shops are open, 
no nothing, and it's like., what's happening, is it already night? It's still 
daylight at five o'clock and every shop is closed, and you go like 'Why is no 
shop open now?' It's like the first time we came here, 'cause we were like, you ] 
know every shop is open the whole day to eight o'clock, nine o'clock, and we 
came here and the shops close at five o'clock, we found this woman who lives 
here and we asked her, how come these shops are closing at five o'clock? They 
all close at five o'clock, and we were like 'Wow!'. That's something new 
again., (laughs)
I: Mmm.. Do you think there has been a lot of new things, that you have to 
learn all the time, when you come to different places?
C: Yeah., yeah, there are lots of things that are new, but, when you live with 
them, you can live with them for some time, and there is nothing different after 
that.
I: Do you go back to London?
C: I've just been once, back in London. It was just like, just before Easter.
Just before we had Easter holidays at school. And it was like actually really 
good, and we went around everything, like Big Ben, Tower bridge, and stuff. 
I've been there a lot of times, but I suppose it's good to see everything again.
I found like, you know, I like a place that is busy all the time now., in a few 
years, as soon as something happens, I told my mum, I want to go back to 
London, when'we can choose where we can live... I will go back to 
London.
I: So, if you could choose, you would like to live there?
C: Mmm... yeah.
I: What do you think is different here in England from Kosovo?
C: Uhmm.. Actually there is a lot., there are not a lot of things that are different. 
The people treat eachjother in the same way, like., nearly everything is the same. 
It's just like, you know, when before we came to England, my cousin was like: 
'Now you have to start drinking tea', 'cause I don't really like tea. She was 
like, 'You're going to England, you have to try and drink tea.' I was like I can 
pretend I'm drinking tea, but I don't want to drink tea, 'cause I don't really like 
tea or coffee or anything like that... and my cousin was like joking around, like 
you have to drink tea, it's really important. Because you're going over to 
England, you have to start behaving like a English person... and I was going 
like., yeah...
I: What else do you think is different?
C: Uhmm.. the places, like in Kosovo it's like.. Well, actually, it's a bit., it's not 
that busy like in London, but it's not that quiet like in X. It's like in the
middle, it's like normal. A kind of place where you could live., live a normal 
life... But there have been like, maybe difficult times for people there. Like, 
they killed people and things, and that has scared people a lot there. And people 
are scared now, like before the war, people were without thinking that 
something would happen to eacljother, or let each^ther just go out., just 
like now you can't go out and you have to take care of yourself. I mean, you 
don't have to take care that much here..
I: You don't have to be scared here?
C: Yeah., like be scared that someone will come and kill you or something 
like that. 'Cause there is like no absolute reason why someone would come and 
kill you.
I: Were you scared about that when you were in Kosovo?
C: It wasn't that bad in Kosovo, until I found out that, 'cause my mum never
told me., after we went in Germany, she told me that my dad was taken from 
the police, and questioned about stuff., and they were taking all the dads away. 
'Cause I.. I had no idea what was going on, 'cause my idea was like, just go out 
and play. You know, a normal childhood.. When I found out, I was like really 
scared to go back to our country, as they could take our dad away., and
you don't want to live just with vour mum... You know, you wanUQÜyejwitll. _—  
both of your parents...
I: Yeah, yeah., of course.. (Pause). You told me about some dreams that 
you've had.. What do you think they mean?
C: Well, Uhmm... I make my., like my mum, my grandmother, you know 
when they have this things like when you dream a dream, it means something 
all the time. When I dream a dream, a good dream, I always think it ' Oh, must 
mean something good, something good is going to happen*. But when I dream 
a bad dream, I just try to forget about it, and just think 'Nothing bad is going to 
happen', it was just a dream. Just think about something good. My sister comes 
up to me and sais, 'I had this bad dream', and I go, 'ah, something good is 
going to happen to us'. 'Really?' I'm like, I don't know .1 (laughs). Because— Jjq. 
saying it now, maybe something good is going to happen.
I: But, you want to make sure that nothing bad is going to happen...
C: Yeah...
I: How did you feel about leaving Kosovo, do you remember?
C: I felt really badly leaving all my friends back there. Like probably, 
if I could take it.. I would take everyone with me, but.. It was like really bad, 
'cause I just heard like.. I had to go to school and I just said to my mum: What 
about school?', just I haven't told anybody that I'm going., and everything.
But, I felt like really bad about leaving everyone behind, after that we had left, 
there was war, and I couldn't speak to my grandma* for about 6 or 7 months, 
'cause the phones were not working, I didn't even know if she was dead or still 
alive, and I was like.. I just couldn't think of anything else, like going out and 
playing with your friends. Just go like, No, I'm not in the mood today, they 
were like: when are you in the mood? After the war finished, maybe..
I: You didn't feel in the mood for jokes or play..
C: Yeah... Hmmm
I: Do you understand why you had to leave Kosovo?
C: Yeah.. I think I do understand.. I would have done the same thing, if my — 
dad was taken away. And., now when it became war we just wanted to be in a 
place where we can have a dad., or mum.. So, you could have a dad or a mum 
if you went to England, Germany, France or anywhere... After I had all my 
relatives in England, so we just come to England., you know, it's a better 
chance to do something in England, and you know in England like you can be 
someone, you can learn those things .. there are a lot of things to be
learned about people., all different people, you know., so I thought it would 
be a great thing, I was looking forward to come here, to see new people and 
things., and my cousin who made jokes about having to drink lots of tea..
I was going like: Don't worry...(laughs)
I: Do you think being a refugee has affected you?
C: Actually yeah, in some places, 'cause people might presume a different 
way if you tell them what you are, why you're here.. But, it's kind of at first.
But I still don't like being a refugee, just like that, having my own life and 
doing what I want with it.. And lots of people take you for what you are and 
where you come from, not for., like what you are like as a normal person.
They just see where you're from and start, I don't know, worry about it.
But, my good friend, she is really understanding, she likes., likes talking about 
it and asks me a lot of questions, like how it was then, and can I go sometime 
with you there, I go alright.
I: Yeah.. Is she an English friend?
C: Yeah... She is like really kind and really nice, she likes to learn, like 
new stuff about other people. At first she didn't like talking to me, she was like 
'you know, when people don't trust you they think any second you are going to 
do something bad to them, like kill them or just get a gun and kill them, shoot 
the whole class, something like that. She., she talks to me all the time, and she 
goes ' first I was like.. I thought you would come and kill the whole class with _ 
a gun' and I go,T don't even have a gun, I never had a gun. (laughs).
I: Yeah...so, people think or imagine a lot of things.
C: Yeah. And my friend, she now just goes: I was so stupid, now she thinks 'I 
can't believe I said that.. I can't believe I imagined that'., and I go: don't 
believe it.
I. So, she has changed her mind as well. Through being friends with you.
C: In school now, we have a lot of fun. 'Cause in the beginning, no one was like 
talking to me a lot. And if someone would ask me, how do you like it?
I was just like not at all.. I just hated it, I just wanted to go back in London.
But now, if you would ask me again, after a few months, I'll go, no I don't 
think I will go back to London, even if it is dead quiet here.
I: Ok., so you wouldn't like to go back to London then?
C: I kind of would like it, I would like to take my friend with me., ’cause I miss " 
like, there's people running around and going fast around., it’s like, we did 
that. I don't like the., the only thing I don't like about here is the people, the 
quietness., it's like quiet at five o'clock, it's like absolutely horrible.. It's like 
quiet, no one is in the street, just lights are all on sometimes, like most of the 
people, like lights in the houses are like shut. I go: I think I feel like I’m in 
prison now... nothing is happening, you know. In my old school, there was a 
child who died... my friend was saying there's a dead child there, and I was 
like: Oh, my good. My friend was like: there is someone dead.. I was like 
stop joking around, and she said it's true, there is someone dead in the school. 
And the teacher's were talking about it and stuff.
I: That sounds scary.
C: It never happened something here like that. They showed me who it was.. 
and you could still see the blood, you know when it dries out, you still could 
see the blood on the gates... and I went there to see what was happening, and 
there was like a lot of other children around it. I went to see it and I just thought 
I don't want to see it...
I: Yeah.. Ok... (Pause). I'll go back to the questions now. How do you think 
moving from Kosovo to Germany and then to England has affected you?
Y
F • C: Actually, it has. 'Cause if I would still have lived in Kosovo, I would never
have learned English or German, I wouldn’t have learned anything about 
people, like I wouldn't have learned ..imagine, I wouldn't have learned about the 
second world war, the Germans were really bad, I have heard the
story from the English about what the English people did think about the 
Germans and I've got the story about the German people, what they think 
about English people and how sorry they were that they started the war.
'Cause my old friend always used to go: If I would have lived there I would 
have never started any war. I go like: You didn't live there.The teachei^lika—  
told us how it was and how., it wasn't like., they told us about things.
I: So, you get to sides of the story.
C: And two people tell you the same story in different ways.
I: And you get a more open mind to things..
C: So, I understand like general thoughts, and I understand why the English 
had to go against them. You know, I got two sides..
I: How do you feel about being here in England?
C: Well, it was like my dad always dreamed you know, take his children 
to England and do something with their life. Actually, that's.. I try all the 
time to learn in school, so that I can be someone.. I can be someone, you 
know, to make my dad proud. 'Cause he did all that stuff in Germany, and 
all these things just for me and my sister to have a good life. And you know, 
you always have to do something to get a good life, you know. You have 
to give something up to get something good. So, I think something good will 
happen sometime. Even if it doesn't happen now...
I: Yeah. You have kind of already answered this, but do you think being a 
refugee still affects you now?
C: It did affect me in Germany, 'cause people would like call you names, you -----
know., and in the first year they were like calling me names, and it was like
really horrible.
I: Yeah...
r
C: But, they call me names., but, sometimes they understand, it’s like getting
bonng now-Just leave it. So, they just left it, let go of it and at first it
affected me really, but now I think, it has.. I have learned more things than 
people want of refugees. 'Cause like a refugee, I don't really like that.
I: The word?
C: The word, I don't like it and I don't like what.. I have become...'cause I
had a good life you know, and when we came here we started like, you k n ow -------------
when you become refugees, like something really difficult., we had a good life, 
and start being a refugee, is like really bad.. It's like.. It changed., changed you 
to a kind of bad name. And really people don't like refugees., and it has 
affected me in some way... So, I just try to make the best of it.
I: So, you don't like what the word means and that you are somehow linked 
with that word...
C: 'Cause refugees, they're like, you take that about someone poor and you 
know, people who are really poor and also at war. And that's not who I am.
I mean I come out of a good family, yeah.but, you know, the word refugee 
gives you like kind of, I think that gives you bad meaning. And people, like if  
they hear that you're a refugee, they do not want to have anything to do with 
you, 'cause they think you're one of 'them', which you're not.
I: Ok... How do you think you're family feels about being here?
C: Oh.. I really don't know.. 'Cause my mum, my dad they are the same...
My sister, she doesn't really care actually at times., she just goes and
good of it, makes the best of it.. If it affects someone, it's probably my mum and 
dad, cause they wanted the best for., me and my sister, but then
everything turned out like this and we had to go through Belgium, Geimany, 
and it was like pretty bad. It wasn't what they expected.
I: Yeah.. Could you tell me about the last time you and your family spoke 
about Kosovo?
C: Oh, my God.. It was like a few months ago I think.. can't remember, but 
last time my mum and dad talked to eachother, and me and my sister just made
i
jokes, or., you know, we don't like think about bad times.
I: What do you want to do in the future?
C: Well, I would really like to go and visit., go back to our country, and see 
how things are, because I've got a different perspective of what happened and 
how it was, and it probably actually changed now. So, I would just like to go 
and see what happened and what's going on there and how life is there, is it 
different from here, or? Is it still the same? You know...
I: Yeah. What do you think will happen in the future?
C.Uhmm.. I ve got no idea what s going to happen, I hope something good is 
going to happen though. 'Cause we have been going through all this stuff, it 
wasn't actually that bad, 'cause most people went through even more difficult 
things. But, I hope something good is going to happen, and we can stay in 
England and we can like go wherever we want, and 'cause I like going on 
holidays, I just love going on holidays, and play around. I would like to go 
to America and everywhere actually.
I: But to be able to stay here in England. And to come back here and go 
travelling, but come back to the same place.
C: You know, I would like to have a home in England, and to come back here. 
I: If you had three wishes for the future, what would they be?
C: Well, first I would like to have a passport in England... so we could stay 
here, you know, just to know that, and we could go around and travel. The
second thing would be just go and visit my friends and family, or everyone 
would come here. The third thing would actually be., uhmm.. to become 
something good in life, to have a good life, just to know you have good money, 
and that you can do whatever you want. That's actually the best thing...
I: Is there anything else important that you would like to say? Is there anything 
you think I haven't asked you?
C: No, actually.
I: How did you feel being interviewed by me? 
C: I think my memory is bad actually..
I: Was that difficult or?
C: Well, at some stages it was somewhat difficult to think, what hapjvn^d. 
cause I don't really think about old things, I always try to think about new 
things, what's happening now. So, it was like kind of different way of thinking 
about old stuff.
I: What do you think, was it good or bad to think about?
C: Actually, it was good, 'cause you have some good memories about it.
Makes you kind of feel better..
I. Do you think it would have been different if you had been interviewed by 
someone who had been through the same thing as you?
C: Uhmm.. maybe, just maybe. 'Cause it could have been the same, get 
through everything that I did, but it could have still not understood everything 
you know... cause if you take two people and put them in the same position, 
they're still going to feel something different, you know. One of them is 
going to think: Oh, it's a good position now, and the other is going to think:
Oh, my God, how did I get into this position. You know, they've got 
different views.
I: Ok.. Do you think the interview would have been different if someone frorru- 
Kosovo had interviewed you?
C: Actually, it would have been different. 'Cause they would ask you in your 
language, and it could have been like a bit more difficult to put in words, for me 
i^ause you know, I have been doing bnglish yeah in school, in putting words 
like stories, putting words, is one thing that I do a lot, the teacher makes me do 
i t . And after I have been going to school for about six years, it's like you can't 
put it in your language, in words, 'cause I don't know the words.
I: Like what you're thinking, or what you want to say, it's difficult in Albanian.
VC: You know, it takes a bit longer maybe to think, 'cause I could still put it in 
words, but I couldn't put it in like perfect words. 'Cause that's different kind of 
words you use for words.
I: Yeah.. Do you think there is anything that I would not understand?
C: Uhmm.. no, actually. You can see on people if they understand, or if they 
don't. If they make like a bad face, like yeah right, you know, you see that you 
can tell her whatever you want, but she won't understand anyway. If you make 
ah interested face, you know, you show you're interested, then you think, 
yeah, she wants to know something more about it.
I: Ok... What do you think I couldn't understand?
C: Uhmm. Maybe, just maybe you couldn't understand things, you know, *
when it comes to moving places, to places when you just can't explain how you 
felt, you know. You know,when you feel something, but you just can't
explain it to someone else, it's like when you can't explain it and they won't 
understand it, and that's the same thing, maybe where I have been to places, 
where I didn't really put it into words how I felt.
I: Was that feelings that are difficult you think to express?
C: Yeah... 'Cause actually I was just a child and I took that everything as a 
funny thing, you know. I mean when my mum and dad like were a bit angry, 
or my sister started crying, so I just started crying as well. I didn't even actually 
know what I am crying for, just I saw everybody sad, so I started crying.
I: So, it affected you, what everybody else.felt...
C: Yeah. I didn't understand what was going on, the police and things, 'cause
people now, my cousin actually, she was like, she didn't like the police, as
soon as she saw a police man or police woman, she just left me and went. I
didn't actually, I do like police, you know, they're just doing their job., and
I'm doing my job... and you know, I'm kind of like., normal. I feel like
normal people, the police., my cousin didn't like them at all, she just hated
them... v 223
I: Ok... What things do you like about yourself?
C: Well, I like about myself that I don't get really angry quick. Like with things 
I don't do that, I don't get to choose decisions, 'cause I always do funny 
decisions, like can I have choice D or can I call a friend. So, when it comes to 
most decisions, they come from my sister.
I: Ok. What would you like to be when you grow up?
C: Well, I would like to be an actress, 'cause I really like acting. I like Drama 
school and I think I have a good chance, but I'm not sure about that.
I: But that's your dream?
C: Yeah...
I: Right, one more question. Do you think it would have been a difference if 
I had been English and interviewed you?
C: No, actually. Because, I'm not from England, and you're not from 
England. It's like the same thing as you would be, 'cause you're still not 
from the country that I am. So, it's like..you would think differently.
I: So, I'm not from the same country as you anyway..
C: You would understand if you would be English, I guess you would 
understand if you would be English..
I: Ok. Thank you for the interview.
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Abstract
The present study was conducted with a view to challenge the current paradigm of 
psychopathology and post traumatic stress disorder (PTSD) surrounding the 
understanding of refugee children and their development. Hence, this study 
investigated the long-term effects of child refugee experiences and perceived family 
support in childhood on resourcefulness (self-control and self-efficacy) and PTS 
symptoms. 40 adults with refugee experience and 44 adults without refugee 
experience completed measures of general self-efficacy, self-control, PTS 
symptoms and perceived family support. Positive main effects of refugee child 
experience and high family support were expected on self-control and self-efficacy. 
In addition, it was predicted that there would be no difference in PTS symptoms 
between adults with child refugee experiences and adults without refugee 
experiences. A multivariate analysis of variance demonstrated that there was a main 
effect of perceived family support and no difference in PTS symptoms between 
adults with refugee experience and controls. Contrary to predictions, child 
experience showed no main effect on self-efficacy and self-control, but contributed 
to an interaction effect, so that in the low family support group, adults with refugee 
experiences had higher self-control than controls and in the high family support 
group, there was no significant difference between the adult refugee children and 
controls. The results are discussed in order to understand the long-term effects of 
refugee-dom, in terms other than that of pathogenesis and PTSD. In addition, 
limitations of the present study and implications for therapy are discussed.
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Introduction
Psychological and psychiatric research has identified and viewed refugee children 
as a group at risk of developing mental health problems (e.g., Abdalla & Eklit, 
2001; Eisenbruch, 1988; Lappin & Scott, 1982; Rousseau, 1995; Sack, 1985; 
Shikri, Annabi & Allani, 1982; Williams & Berry; 1991; Williams & Westermeyer, 
1986). Typically, the literature stresses the pathological effects of trauma, uprooting 
and refugee experience, and focuses on the diagnosis of post-traumatic stress 
disorder (PTSD) (Burgin, 1993; Carlin & Sokoloff, 1985; Espino, 1991; Kinzie, 
Sack, Angell, Manson & Roth, 1986; Sack, McSharry, Clarke, Kinney, Seeley & 
Lewinsohn, 1994). Many studies have also argued that childhood trauma is linked 
to post-traumatic symptoms in adulthood (Bremner, South wick, Yehuda, Johnson & 
Chamey, 1993; Elliott & Briere, 1995; Epstein, Saunders & Kilpatrick, 1997; 
Follette, Polusny & Milbeck, 1994; Widom, 1999; Yehuda, Halligan & Grossman,
2001) and that PTSD symptoms persist over time (McFarlane, 1987; Pynoos & 
Nader, 1989; Terr, 1983).
However, exposure to uprooting and other stressful experiences do not necessarily 
have to result in a mental health problem or disorder (Barwick, Beiser & Edwards,
2002). Some studies have questioned whether PTSD is a useful concept in relation 
to refugee children and whether it is indeed applicable (Adam & Reidesser, 1993; 
Kleinman, 1986: Kleinman & Kleinman, 1991; Littlewood, 1992; McFarlane, 
1985), as it disregards the cultural and social context of refugees (Eisenbruch, 1991; 
1992; Rechtman, 1993). Ong (1995) argues that in many cases mental health 
treatment itself invalidates refugees’ cultural understanding of their lives, as they go 
through an acculturation process which places them within a framework of ‘western 
science’ (Boehnlein & Kinzie, 1995). Refugee children and their families may be
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unduly pathologised and marginalised in mental health research and practice, as 
they are immediately assumed to be ‘traumatised’ and put within a ‘deficit’model 
(Papadopoulos & Hildebrand, 1997). This may in fact reflect societal attitudes 
towards refugees that are prejudicial and racist (Pettigrew, 1998). For instance in 
politics and media, where politicians and journalists speak of refugees as 
‘problematic’ or even ‘threatening’, they are defined as a main cause of many 
societal problems (Van Dijk, 1997).
Indeed, several studies have found that PTSD symptoms are transient, and decrease 
over time (Becker, Weine, Vojvoda & McGlashan, 1999, Trotter, 2001). Sack, 
Clarke, Him, Dickason, Goff, Lanham and Kinzie (1993) found in a 6-year follow 
up study that Cambodian refugee adolescents were still suffering from PTSD 
symptoms. But these symptoms were less frequent and less intense, the adolescents 
were free of any comorbid conditions and were functioning well in terms of school / 
college, jobs, relationships, etc. Similarly, Rosen, Reynolds, Yeager, Houck and 
Hurwitz (1991) found that despite suffering from PTSD symptoms, most Holocaust 
survivors were able to live successful lives. One might question the usefulness of a 
PTSD diagnosis, in the instance where people suffering from it are well functioning, 
as it might have a pathologising and marginalising effect. Some studies on 
resilience have even suggested a link between adverse life experiences and positive 
effects (Macksoud & Aber, 1996), resilience toward future adversities (Phibbs 
Witmer & Culver, 2001; Rousseau, Drapeau & Platt, 1999), personal growth 
(Linley & Joseph, 2003; Trotter, 2001) and resourcefulness in terms of coping with 
psychological problems (Alday, 1998; Rousseau, Drapeau & Platt, 1999). A few 
studies have focused upon resilience and hardiness in relation to refugees and their 
experiences (Bui-Xuan-Luong, 2000; Davis, 2000; King, King, Fairbank, Keane & 
Adams, 1998; Marvit, 2002) and some have focused on the resilience of refugee 
children (Boyden, 1994; Carroll, 1997; Garmezy, 1985; Rousseau, Said, Gagne & 
Bibeau, 1998; Rutter, 1990; Volpe, 1992). Urbane (2000) compared students with 
refugee experience and controls, and found that the participants with refugee 
experiences, in contrast to her hypothesis, had higher self-esteem and perceived
their future in more optimistic ways than did controls. Additionally, Ferren (1999) 
found that surviving traumatic experiences and perceiving social support networks 
may be protective factors for maintaining high levels of self-efficacy among 
Bosnian and Croatian refugee youths. Schwarzer and Jerusalem (1995) argued that 
optimistic self-beliefs, such as perceived self-efficacy, could be a resource for 
dealing with stress.
One question, raised by some researchers (e.g. Barwick, Beiser and Edwards, 2002; 
Trotter, 2001), is why, despite adverse experiences, so many refugee children do not 
experience mental health problems and how come they enhance, not diminish, their 
ability to cope with life stressors. Two main lines of answer immediately come to 
mind. Firstly, it is well known that the family is paramount in determining a child’s 
mental health (Rutter, 1990). Hence, the adaptation and mental health of the family 
as a whole surely affects the refugee child’s development, resilience and adaptation. 
Many studies (Jensen & Shaw, 1993; Laor, Wolmer, Mayes, Golomb, Silverberg, 
Weiszman & Cohen, 1996; McFarlane, 1987) emphasise the effects of parental 
trauma in the development of PTSD in children, but also the importance of the 
family as a source of resilience and protection for these young people. Recent 
research has emphasised the importance of a resilient family system, which supports 
individual adaptation (Apfel & Simon, 1996; Bat-Zion & Levi-Shiff, 1993; Jensen 
& Shaw, 1993; Weine, Vojvoda, Hartman & Hyman, 1997). Merali (2001) noted 
that stress for Hispanic refugee families can be defined as the perceived inequity 
between a number of factors, including self-efficacy and social support. She also 
found that incongruent degrees of acculturation can contribute to decreased levels 
of family cohesion and compromise the achievement of stage salient developmental 
tasks, such as identity formation for Hispanic refugee adolescents. Secondly, 
attention should also be drawn to the societal system around the family. Children’s 
emotional well being seems to depend upon a variety of risk and protective factors, 
in the context of being a refugee (Fantino & Colak, 2001). However, as family 
adaptation and well being are dependent upon social support from the community 
and society, the question of refugee children’s well-being becomes a larger system
231
issue (Hicks, Lalonde & Pepler, 1993). Berwick, Beiser and Edwards (2002) noted 
that extended family can also provide support and that the refugee child’s family, 
ethnic community and host society actually play an important part in supporting and 
aiding the child’s development (Barwick, Beiser & Edwards, 2002). Parents are 
often unable to have any control, assure safety, and act as a secure base (Bowlby, 
1969), as the family are at the mercy of societal attitudes, politics, government 
policies and laws.
In a review of the research literature about child refugee experience (Strak, 2001) I 
searched for children’s own voices and accounts of their experiences. From the 
available research, several themes were identified as significant to refugee 
children’s experiences, such as silencing (Danieli, 1998; Melzak, 1999; Rousseau & 
Drapeau, 1998), meaning making (Angel & Hjem, 1992; Rousseau, Said, Gagne & 
Bibeau, 1998), identity and self (Cole, Espin & Rothblum, 1992), adaptation 
(Miller, 1994; Williams & Berry, 1991), family (Aheam & Athey, 1991; 
McCloskey, South wick, Fernandez -  Esquer & Locke, 1995; Melzak, 1999; Rutter, 
1989) and loss (Almqvist & Brandell- Forsberg, 1995; De Levita, 2000). However,
I noted a lack of data on children’s own experiences from their own perspective. I 
argued that more research was needed in order to reflect these children’s own 
stories and voices. Hence, I conducted a qualitative study (Strak, 2002) where I 
interviewed refugee children, in order to ‘give voice’ to their own stories. The 
findings of this study were that refugee children, contrary to most earlier research, 
showed resilience and were able to frame their experiences positively (see Phibbs 
Witmer & Culver, 2001; Strak, 2001). In relation to remembering the past, some of 
the children spoke about memories openly, demonstrating a connectedness to the 
past, and an ability to integrate memories. On a societal level, however, children’s 
silence seemed to be reinforced by the hostile attitudes towards refugees, which was 
supported by earlier research (Almqvist & Broberg, 1997; Bar-On, 1993; Danieli, 
1998; Rousseau, 1993; Rousseau & Drapeau, 1998).
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In particular in the initial responses to the separation from their homeland, voices of 
loss, confusion and despair, alongside voices of denial and disconnection from 
emotions, came through in the children’s accounts. Due to the collectivism of these 
children’s experiences, memories and stories, the family seemed central to these 
children’s recovery and ability to thrive. The impact of parental experiences and 
psychological well being was found in all children’s narratives, especially in 
relation to their parents’ traumas or sacrifices. However, the collectivistic framing 
of memories and experiences can be seen as resilience on a family level. 
Additionally, some children spoke about their parents as a link to the native culture 
and homeland.
Having explored the experiences of refugee children, I wanted to focus on the long­
term effects of refugee-dom, taking a perspective of wellness and resilience and 
emphasising the importance of the family. In terms of longitudinal studies of 
refugees, Westermeyer (1989) followed 100 adult Hmong refugees from Laos over 
a decade to investigate the prevalence of paranoid symptoms and disorders. To my 
knowledge, it seems that no other systematic studies have investigated the long­
term effects, across the life span, of refugee children’s experiences, although some 
literature, in the form of biographies, has addressed the memories and self-reports 
of survivors (Dalys & Carpenter, 1985; Gershon, 1966). Thus, I felt there was a 
need to investigate the long-term effects of refugee child experiences.
The present study is concerned with how adult refugee children’s experiences have 
affected them in relation to resilience and resourcefulness, such as self-control and 
self-efficacy, PTS-symptoms and family support. Resilience is defined as: 
'...means used to maintain adjustment by reducing the otherwise noxious effects 
imposed by unfortunate life experience’ (Cohler, Scott & Musick, 1995, p. 754). In 
this study I have included measures of self-efficacy, which is defined as: ‘...global 
confidence in one’s coping ability across a wide range of situations’ (Schwarzer, 
1997, p. 70) and self-control, as two constructs to account for aspects of resilience 
and resourcefulness. I hypothesise that any symptoms of PTSD are transient and
233
have no long-term effect for adults who have been child refugees. On the contrary, I 
argue that adults with experiences of transition and refugee-dom, if they are allowed 
to obtain safety and make meaning of their experiences and if they have available 
family support, can achieve greater resourcefulness in terms of self-control and self- 
efficacy, than non-refugees.
This study attempts to offer a non-pathologising approach, which can broaden our 
understanding of refugee child experience, and contribute to a shift in today’s 
‘trauma’ focus in the mental health field. How we as mental health professionals 
formulate and work with this client group is affected by the wider social narrative in 
society (Papadopoulos, 2001). The ‘trauma’ and PTSD discourse perpetuates a 
pathologising view of refugees (Muecke, 1992), which contributes to mental health 
professionals’ unwillingness to work with this client group, due to the assumed 
severity of their problems (Senior, 2002). This study has at its foreground a belief in 
the positive recovery and resilience of refugees, even post traumatic growth 
(Tedeschi, Park & Calhoun, 1998). Personal reflections on the research process 
have been included in the paper in the box below.
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M y interest in and passion  for understanding refugee exp eriences, in particular child  
refugees, originates from  m y ow n personal exp erien ces as a refugee ch ild . In our day  
and age in particular, understanding and em pathy seem  crucial in relation to refugees  
and refugee children. U nfortunately, the lack o f  these elem ents is blatantly ob v iou s in 
tod ay’s political clim ate and discourse, and to som e extent in m ental health research  
and practice w ith refugees. The m arginalisation and pathologisation  o f  refugees has 
been g o in g  on for decades. H ence, I found it incredibly important to portray refugee  
exp erience from  a different perspective. Prior to this year’s research project, I 
conducted  a literature rev iew  and qualitative research study. From the qualitative study  
I w as left w ith q uestions on h ow  the children I had interview ed w ould  be a ffected  in 
m any years tim e. I therefore considered m y ow n d evelopm ent, w here I felt that I had 
transform ed d ifficu lt m em ories from  the past and a n egative sen se o f  a lw ays being  
‘d ifferent’ into an em pow ered and resourceful b{cultural se lf. I a lso  w ondered  h ow  the 
fam ily  im pacted upon child  refugee exp eriences. In order to continue ch a llen g in g  the  
psych opathologica l focu s o f  refugee research, and investigate the long-term  e ffec ts  o f  
being a ch ild  refugee, I d ecided  to conduct the present study. I had som e d ifficu lty  in 
getting used to  the idea o f  d o ing  quantitative research, as in m y previous research  
undertaking I had argued against the use o f  quantitative research w ith refugee  
populations. The assum ptions inherent in the quantitative approach are at odds w ith  
cultural sensitiv ity , subjectivity, em phasis on con text and d ifference, and reduction o f  
researcher power. Thus, con cepts such as objectiv ity , random sam pling and 
generalisability  w ere som ew hat com prom ised  in the present study, as they  seem  
unattainable. I seem ed  to be contradicting m y se lf  and I considered  ch anging m y project. 
H ow ever, I w as a lso  crucially  aware o f  the am ount o f  p ow er positiv ist research still has 
in the realm o f  p sych o logy . Thus, I decided  that ‘ i f  you  can ’t fight them , jo in  th em ’. 
C onsequently , I thought that i f  I challenged  the construct o f  PT SD  and found statistical 
support to  m y cla im , it w ould  be an important too l to change the psych opathologica l 
focus.
Research aims and hypotheses
The aim of this study is to investigate the difference in self-control, self-efficacy 
and PTS symptoms between adults who were once refugee children and adults 
without refugee experiences. Additionally, adults with high perceived family 
support are compared to adults with low perceived family support, in relation to 
self-control, self-efficacy and PTSD symptoms. These differences will be explored 
in order to understand the long-term effects of refugee-dom, and open up the 
possibility of providing other ways of conceptualising the experiences of adults who 
have been child refugees. It is hypothesised that:
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1 Adults who have been child refugees will have significantly higher levels of self- 
control than adults without refugee experiences.
2 Adults who have been child refugees will have significantly higher levels of self- 
efficacy than adults without refugee experience.
3 Adults who had high perceived family support will have significantly higher 
levels of self-control than adults who had low available family support.
4 Adults who had high perceived family support will have significantly higher 
levels of self-efficacy than adults who had low available family support.
5 There may be an interaction effect of family support and child experience on 
measures of self-efficacy and self-control, but this interaction will not override the 
main effect of child experience. Hence adults with child refugee experience are 
predicted to score higher on self-efficacy and self-control, irrespective of level of 
family support.
6 There will be no significant difference in PTS symptoms between adults who 
have been child refugees and adults without refugee experience.
Method
Design
An independent between-groups design was employed. The independent variables 
were child experience: refugee vs. non-refugee, and family support: high and low 
perceived family support. The dependent variables were self-efficacy scores, PTS 
symptom scores and self-control scores.
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Participants
The participants were adults with and without refugee experiences. The participants 
with refugee experiences had to fall under Cole’s (1992, p.3) definition of a refugee 
as: ... a person who has left their country due to the well-founded fear of 
persecution’. Many sources were used and a broad range of organisations (e.g. 
colleges, universities, embassies, community centres, support centres) were 
approached in order to recruit a random sample of adult participants with child 
refugee experiences. As this group tends to be well integrated and acculturated 
(Berry, 1989) into the host society, due to that their refugee experiences lie in the 
past, it was a difficult population to access. Therefore, in addition, the method of 
‘snowballing’ (Fife-Schaw, 1995) was used, as the researcher has close contacts 
with people who have been refugees as children, and these participants in turn could 
recruit other people they know who have been refugee children and adults who have 
not been refugees. 250 participants with and without refugee experience were 
identified. Out of these, 84 returned the completed questionnaire (33,6 % response 
rate). Due to time limitations no additional questionnaires were sent out.
A priori a Power analysis (G*POWER)( Erdfelder, Paul & Buchner, 1996) 
established a recommended power of 0.70 and an effect size convention of d=0.25. 
For a F-test and medium effect (Cohen, 1988), the sample size was 102, with alpha 
= 0.05 and critical F(l,100)= 3.9361. This sample size was not reached in this 
study, however whilst the power was decreased, a sample size of 84 should still be 
sufficient to achieve statistical significance, if the effect and difference is large 
enough.
Measures and Procedures
Family support was measured using the Perceived social support questionnaire -  
Family (PSS(Fa))(Procidano & Heller, 1983). This 20 item-questionnaire has 
internal consistency and is known to be inversely related to symptoms of distress
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and psychopathology. Factor analysis has indicated that the scale is composed of a 
single factor, but investigates areas such as tangible support from family, tangible 
support (reciprocity) and intangible support from family (Procidano & Heller, 
1983). Because the original questionnaire referred to adults’ current situation (and 
for the purpose of my research I wanted respondents to think back to how things 
had been during their childhood), the wording was changed to past tense. 
Additionally, I took out five items, which referred to support reciprocity (provision 
of support by the individual). This was because these items were appropriate for 
adults, not children in relation to their families. Thus, the final scale used had 15 
items and measured provision of support, information and feedback (Procidano & 
Heller, 1983)1. Each item was rated on a 3-point Likert scale, ‘Yes’, ‘No’ and 
‘Don’t know’. Each response indicating family support gave a score of 1 and all 
scores were added into a total score (score range 0 -  15). To make the groups 
roughly equal in terms of size, a cut off point of 9 was chosen. For low available 
family support participants scored between 0-9 on the scale and for high available 
family support, they scored from 10-15.
The second measure was a learned resourcefulness measure, the Self-control 
schedule (Rosenbaum, 1980), which has been validated (Richards, 1985; 
Zauszniewski, 1995). This is a 36-item questionnaire investigating coping 
mechanisms and self-controlling behaviours. It was derived from the literature on 
stress-handling methods (e.g. Lazarus, 1976) and from various coping-skills 
therapies proposed by cognitive behavioural therapists (e.g. Goldfried & Goldfried, 
1975; Meichenbaum, 1975). It contains four subscales: use of cognitions and self­
statements to control emotional and physiological responses, application of problem 
solving strategies, ability to delay immediate gratification and perceived self- 
efficacy. High scores on the measure indicate an internal locus of control and ability
1 Reliability was checked for the 15-item questionnaire. It was given to 12 respondents on two 
separate occasions. The questionnaire was found to have high test-retest reliability (r = .9161 over a 
2-month interval). The reliability analysis was performed as a cautionary measure, however, as it is 
unlikely that removing five items would reduce the scale’s overall reliability. If this would have been 
the case, the questionnaire would most probably not have been reliable in the first instance. In 
addition, if  a reliability analysis is performed, it should be done with more participants than 12.
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to tolerate noxious stimuli (Rosenbaum, 1980). Each item is rated by the 
respondents on a 6-point Likert scale ranging from +3: ‘very characteristic of me, 
extremely descriptive’ to -3: ‘very uncharacteristic of me, extremely
nondescript!ve’. The scores were added together into a total score, ranging from -  
108 -  +108. The test-retest reliability for the scale was r = .86 over a four week 
period. The internal consistency was investigated with five samples and the alpha 
coefficients obtained for these were .81, .80, .84, .78, and .80. Validity was 
established through correlations with other self-report scales and an experimental 
study (Rosenbaum, 1980).
The third measure used in this study was the General self-efficacy scale (Schwarzer, 
1997). This scale measures self-efficacy, i.e. ‘a self confident view of one’s 
capability to deal with certain life stressors’ (Schwarzer, Easier, Kwiatek, Schroder 
& Zhang, 1997, p.70). The theoretical advantage of generalised self-efficacy lies in 
the explicit assumption about the causal underpinnings of one’s positive outlook on 
life (Schwarzer et al., 1997). The scale has been developed for use in several 
cultures, which makes it very appropriate for using in this study. It is a 10-item 
questionnaire consisting of statements for the respondents to rate on a 4-point Likert 
scale ranging from ‘Not at all True’ to ‘Exactly True’. Each item is scored from 1 to 
4 and added into a total score ranging from 1 0 -4 0 . The measure was validated 
across cultures and the internal consistency was alpha .84, .81 and .91 respectively 
with German, Costa Rican and Chinese samples (Schwarzer et al., 1997).
The fourth scale measured post traumatic stress symptoms. The Impact of events 
scale (Horowitz, Wilner & Alvarez, 1979) was chosen, as it identifies post 
traumatic stress symptoms, but does not diagnose PTSD, and is therefore a less 
psychopathologising scale to use. Hence, it is a descriptive rather than diagnostic 
tool. It is also the most widely used self-report measure of specific responses to 
trauma. It consists of 15 questions with two subscales measuring intrusion and 
avoidance. Scores of 0, 1, 3 or 5 are given to each item. All scores are added into a
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total score, ranging from 0 — 75. The Impact of events scale has a split-half 
reliability of 0.86; internal consistency of the subscales is high with Cronbach’s 
alpha for intrusion = 0.78 and for avoidance = 0.82. Test-retest reliability is also 
high (r = 0.89 for intrusion, 0.79 for avoidance and 0.87 for total score)(Horowitz, 
Wilner, Alvarez, 1979; Weiss & Marmar, 1997). For use in this study, the 
instructions for the scale were slightly changed. In the space where the participants 
were supposed to write down the stressful life event, the researcher had inserted 
‘refugee experiences’ for refugee participants and ‘childhood experiences’ for 
controls, in order for the participants to report their symptoms regarding those 
specific events.
The four scales were counterbalanced across questionnaires, to minimise order 
effects. A package was sent out to the identified participants. It entailed an 
information sheet (Appendix A), consent form (Appendix B), the questionnaire 
(Appendix C) and a pre-paid self-addressed envelope. The questionnaire consisted 
of four different measures investigating perceived family support, self-control, self- 
efficacy and PTSD symptoms. Demographic questions were included at the end of 
the questionnaire (de Vans, 1996), as well as questions regarding the country of 
origin, age at arrival and family constellation at arrival for the refugee participants. 
In the information sheet, participants were encouraged to contact the researcher if 
they wanted further information about the study or if they wanted to find a 
psychology service in their area. The questionnaire was piloted in order to receive 
feedback about possible changes, additions, removals, elaborations etc. It was given 
to three refugee participants and three non-refugee participants, who gave no 
feedback which involved changes or clarification. The six pilot study questionnaires 
were included in the main study.
Data Analysis
Initially, descriptive statistics were carried out to explore the data and establish 
which variables were normally distributed. Independent samples t-tests were carried
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out to investigate the effect of the respondents’ gender and occupation status. Age 
and academic qualification were investigated using one way ANOVAs. Differences 
on these variables were explored in relation to child experience and family support, 
by comparing means. Further exploratory analysis was carried out in the refugee 
sample. A Kruskal-Wallis independent samples test was performed on the variable 
‘years in host country’, a Mann Whitney test was performed on ‘family 
constellation’ and a one way ANOVA was carried out on the variable ‘age at 
arrival’, to investigate their effect upon the dependent measures.
Finally, Multivariate Analysis of Variance, (MANOVA) was used to test the 
hypotheses. This analysis was employed since this study is looking for differences, 
between adults who have been refugee children and adults without a refugee 
background and differences between those individuals who had high family support 
and those who had low family support on three dependent variables. The 
MANOVA also gave the results of between-subjects effects (the same as three 
univariate ANOVAs) hence, protecting against a type I error. Following this 
analysis, a correlation was done to investigate the relationship between the 
dependent variables.
Ethical Considerations
This study adhered to the guidelines of the BPS (The British Psychological Society 
Code of Conduct, Ethical Principles and Guidelines, 2001) in conducting research 
with human participants. It was ethically approved by the University of Surrey 
Advisory Committee on Ethics (see Appendix D). Because this may be a sensitive 
topic for the adults who once were refugee children, the participants were fully 
informed about the purpose of the study and told in advance that they could 
withdraw from the study at any time. The consent forms were separated from the 
questionnaires when returned, in order to maintain confidentiality.
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Results
Descriptive statistics and exploratory analysis
Of the 84 respondents who returned the completed questionnaire (33.6% response 
rate), 40 (47.6%) were adults with child refugee experiences and 44 (52.4%) were 
non-refugees. On the other independent variable (family support), 43 (51.2%) 
identified themselves as having low available family support and 41 (48.8%) as 
having high available family support whilst growing up.
48 (57.1%) respondents were females and 36 (42.9%) were males. The participants’ 
age ranged from 18-25 years (23.8%) to 36-65 years (14.3%). In the refugee group 
the age of participants ranged from 18-55, whereas the age range in the non-refugee 
group was 18-65 years. More detailed background information of the whole sample 
is given in Table 1 below.
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Table 1: Summary of total sample demographic information
No. of participants and Number of Response
response rate: Participants Rate
84 33.6%
Gender: Female Male
48 (57.1%) 36(42.9%)
Age: Range Participants
(years) (%)
18-25 20 (23.8%)
2 6 -3 5 52 (61.9%)
3 6 -6 5 12 (14.3%)
Ethnicity: White Non-white
52 (61,9%) 32 (38,1%)
Academic qualification: Level Participants
(%)
GCSE/O-level/A-level 14(16.7%)
Diploma 16(19%)
Degree 32 (38.1%)
Higher degree 22 (26.2%)
Occupation: Status Participants
Employed 30 (35.7%)
Unemployed 2 (2.4%)
Self-employed 5 (6%)
Student 45 (53.6%)
Other 2 (2.4%)
In the group with refugee respondents, some additional information was collected. 
In this group the participants were originally from 14 different countries. However, 
due to the very low number of participants from each country, the countries of 
origin could not be compared in any further analysis. The same applied to 
occupation. The number of years in the host country ranged from 2-33 years, with a 
mean of 18.42 years (SD 7.17). The age at arrival ranged from 2-6 years (40%), 7- 
11 years (27.5%) to 12-17 years (32.5%). More detailed background information of 
the refugee sample is found in table 2 below.
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Table 2: Summary of refugee sample background information.
Gender: Female Male
23 (57,5%) 17(42,5%)
Age: 18 -  25 years 2 6 -3 5  years 36-45 years 46-55 years
14 (35%) 22 (55%) 2(5%) 2(5%)
Country Country Number of
of origin: participants (%)
Afghanistan 2(5%)
Chile 1 (2,5%)
Colombia 1 (2,5%)
Eritrea 5 (12,5%)
Estonia 1 (2,5%)
Ghana 1 (2,5%)
Kenya 1 (2,5%)
Kosovo 1 (2,5%)
Kurdistan 3 (7,5%)
Iran 5 (12,5%)
Iraq 1 (2,5%)
Poland 14 (35%)
Uruguay 3 (7,5%)
Vietnam 1 (2,5%)
Number Mean (years) Range (years) SD
of years in 18.43 2 - 3 3
host
country:
Family Family Number of
Constellât Participants (%)
ion: Mother & father,etc. 27 (67,5%)
Other 13 (32,5%)
Age at Age Number of
arrival: 2 - 6  years Participants(%)
7 - 1 1  years 16(40%)
12-17 years 11 (27,5%)
13 (32,5%)
The results of exploratory analysis of the dependent variables gave means of 30.9 
(SD 4.10) for general self-efficacy, 18.7 (SD 24.82) for self-control and 14.7 (SD 
15.21) for PTS symptoms. Histograms of the variables and values of skewness and 
kurtosis indicated that the data were normally distributed. The results on the PTS 
symptom scale had a slightly negative kurtosis. This was due to that many 
respondents had no PTS symptoms at all, and therefore a lot of data were clustered
around 0. However, even for this variable, the kurtosis was under 1 (k= -.970) and 
was less than twice the std. error of kurtosis (.520). This meant the data could be 
used in an analysis of variance, and did not have to be transformed.
Non-parametric independent samples t-tests were performed on the variables that 
were not normally distributed, such as gender and occupation. However, these 
indicated no significant results. Age and academic qualifications were normally 
distributed in the sample and were therefore analysed using two one way ANOVAs. 
Age indicated no significant results. There was a significant effect of academic 
qualification on general self-efficacy (F(3,80)= 3.078, p<0.05). A post-hoc test was 
run to identify where this difference lay. Tukey's post hoc test revealed a significant 
difference only between respondents with a academic degree and respondents with 
a higher academic degree, (p<0.05), in that respondents with a degree had higher 
self-efficacy than people with a higher degree.
Comparisons of the means between the refugee group and non-refugee group 
indicated differences in age and academic qualifications. An one way ANOVA 
revealed that the respondents in the non-refugee group were older (F (1,82)= 7.033, 
p<0.01, eta squared= .079) and had higher academic qualifications (F (1,82)= 9.002, 
p<0.01, eta squared= .099). There was no significant difference in age, gender and 
academic qualification between the low and high family support groups.
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Figure 1: PTS symptoms (Total ies) and age at arrival.
2-6 years 7-11 years 12-17 years 
age at arrival
comparisons were done on ethnic group, as the majority of controls were white, 
whereas the refugee group was mostly non-white and thus the comparisons would 
be similar to that of the ‘child experience’ variable.
Explorations within the refugee group
In addition to the above variables, the specific variables applying to the refugee 
sample - years in host country, age at arrival and family constellation at arrival, 
were explored within the refugee group to see whether these had any effect upon the 
dependent measures. The variable ‘years in host country’ was analysed using the 
Kruskal-Wallis independent samples test, but yielded no significant results. This 
test was chosen as the variable did not meet the criteria for a parametric test. The 
mean was 18.43 (SD 7.17) for ‘years in host country’.
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The variable 4age at arrival’ was normally distributed and, hence, analysed using 
one way ANOVA. The ANOVA indicated a significant effect o f 4age at arrival’ on 
PTS symptoms, (F(2, 39)= 7.330, p<0.05). Post hoc test Tukey’s revealed a 
significant difference (pO.Ol), between age 2-6 (m=7.68, SD 12.17) and 12-17 
years (m=28.08, SD 17.39) at arrival on PTS symptoms. Tukey’s test also revealed 
a significant difference (p<0.05), between age 7-11 (m=12.09, SD 14.59) and 12-17 
years at arrival on PTS symptoms. There was no significant difference between 
ages 2-6 and 7-12 years. This means that the younger the respondent was at arrival 
in their host country, the lower the levels of PTS symptoms. The means for PTS 
symptoms in each group are displayed in Figure 1 above.
The ANOVA also indicated a significant effect of 4age at arrival’ on total self- 
control, (F(2,37)= 4,705, p<0.05). Post hoc Tukey’s test also revealed a significant 
difference (p<0.05), between the ages of 2-6 years (m=27.50, SD 26.07) and 7-11 
years (m=4.09, SD 17.68). There was also a significant difference found (p<0.05) 
between the ages of 7-11 years and 12-17 years (m=29.77, SD 21.48). The group 
means of total self-control are displayed in Figure 2 below. The results reveal that 
self-control was high in respondents who fled as young children and adolescents, 
whereas those who had left in middle childhood (7-11 years) had significantly lower 
self-control.
There was no significant difference in general self-efficacy in the three age groups.
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Figure 2: Self-control (Total self-control) and age at arrival.
2-6 years 7-11 years 
age at arrival
12-17 years
Family constellation was analysed using the Mann-Whitney test, which is a non- 
parametric test. This test was chosen as the variable did not meet the criteria for a 
parametric test. The Mann-Whitney test was performed on family constellation, 
between mother and father, etc.2 and the other3 category. This test revealed a 
significant effect on PTS symptoms, (z = -2.69, pO.Ol), and general self-efficacy 
(z = -2.63, p<0.01). This means that respondents who arrived without both of their 
parents had higher scores on PTS symptoms (m=27.62) than the respondents who 
arrived with their parents and siblings or with their parents only (m=17.07). See 
Figure 3 below for means displayed. In addition, respondents who arrived with their 
parents had higher self-efficacy (m=23.85) than respondents in the other category
The people in this category arrived to their host country with at least both their parents.
Respondents in the ‘other’ category had arrived unaccompanied, with one parent, siblings or extended 
family only.
(mean 13.54). Self-efficacy means for the two groups of family constellation are 
displayed in Figure 4 below.
Multivariate Analysis o f  Variance
To in turn investigate hypotheses 1 -  6, a multivariate analysis of variance 
(MANOVA) was conducted. Prior to the analyses, normality of variance and 
homogeneity of covariance matrices were examined and the main variables ‘general 
self-efficacy’ (GSE), ‘self-control’ (Total self-control) and ‘PTS symptoms’ (Total 
PTS) were normally distributed and met the criteria for the MANOVA. The PTS 
symptoms variable came out significant, (p=0.009) for the Levene’s test of equality 
of error variances. However, as the MANOVA is a robust test, a significant 
Levene’s test would not affect the results (Field, 2000). Hence, the multivariate 
analysis of variance was chosen to analyse the three scales. Descriptive statistics are 
given in Table 3.
Hypothesis 1 stated that there would be a significant difference in self-control 
between adults with and without child refugee experiences. The MANOVA turned 
out non-significant with F (Wilks’ Lambda) for child experience 
(CHILDEXP)(F=0.743, p=0.530, partial eta squared=0.028), which means that 
there was no significant main effect of refugee experience on self-control, self- 
efficacy and PTS symptoms. The refugee group mean was 21.80 (SD 24.63) and the 
control group mean was 15.95 (SD 24.96) for self-control. This was contrary to the 
first hypothesis. Hypothesis 2 predicted significantly higher self-efficacy for adults 
with child refugee experiences. The results of the MANOVA were contrary to the 
second hypothesis as well, and the means for child experience groups (refugee vs 
non-refugee) for self-efficacy were 31.40 (SD 4.19) and 30.39 (SD 4.00) 
respectively.
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Figure 3: PTS symptoms (Total ies) and family constellation.
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Table 3. Descriptive statistics of main variables
Child
experience
Family
support
Mean Standard
Deviation
Number of 
Responden 
ts
Refugee Low 19.0000 18.62935 20
High 12.0500 14.61965 20
Total 15.5250 16.89938 40
PTS Non­ Low 16.7391 14.71615 23
symptoms refugee High 10.8571 11.99286 21
Total 13.9318 13.65760 44
Total Low 17.7907 16.48456 43
High 11.4309 13.18342 41
Total 14.6905 15.21412 84
Refugee Low 30.1500 3.99045 20
High 32.6500 4.09460 20
Total 31.4000 4.18667 40
Non­ Low 28.6957 3.81903 23
Self-efficacy refugee High 32.2381 3.38976 21
Total 30.3864 4.00126 44
Total Low 29.3721 3.92200 43
High 32.4390 3.70843 41
Total 30.8690 4.09754 84
Refugee Low 16.5000 24.14757 20
High 27.1000 24.54620 20
Total 21.8000 24.62561 40
Self-control Non- Low 2.9565 21.80592 23
refugee High 30.1905 20.22033 21
Total 15.9545 24.95573 44
Total Low 9.2558 23.65536 43
High 28.6829 22.20522 41
Total 18.7381 24.82377 84
Furthermore, the MANOVA revealed significant multivariate F (Wilks’ Lambda) 
for family support (PSSFA), (F= 6.619, pO.OOl, partial eta squared=0.203). This 
implies that there was a significant main effect of perceived family support on the 
dependent variables. The third hypothesis stated that respondents with high family 
support would have higher levels of self-control than respondents with low family 
support. The between-subjects tests indicated a statistically significant effect of the 
family support variable on self-control (F=14.557, pO.OOl, partial eta squared 
=0.154). Hence, participants with high family support had higher levels of self-
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control (m=28.68, SD 22.21) than participants in the low family support group 
(m=9.26, SD 23.66).
Hypothesis 4 applied to that higher family support would ascertain higher self- 
efficacy. As stated above, there was a main effect of family support. The between- 
subjects tests yielded a significant result in relation to general self-efficacy 
(F=13.044, pO.OOl, partial eta squared -0.140). This means that participants with 
high perceived family support had higher self-efficacy (m=32.44, SD 3.71) than 
participants with low perceived family support (m=29.37, SD 3.92).
According to hypothesis 5, an interaction between family support and child 
experience was tentatively expected on self-control and self-efficacy. This 
interaction would not, however, override the main effect of child experience. The 
MANOVA yielded no statistically significant interaction effect between family 
support and child experience (F=1,002, p>0.1, partial eta squared =0.037). This 
means that there was no multivariate interaction effect of refugee experience and 
family support. On further examination of the test of between-subjects effects there 
was no significant interaction effect of child experience and family support on 4PTS 
symptoms’ and 4general self-efficacy’. However, there was an effect of the 
interaction on 4total self-control’ that approached statistical significance (F= 2.814, 
p<0.1, partial eta squared = 0.034). This means that for both child experience 
groups, high family support contributed to higher levels of self-control. For low 
family support, refugees (m=16.5, SD 24.14) had higher self-control than non- 
refugees (m=2.96, SD 21.81). A t-test for the low family support group showed that 
this difference was significant at the 0.1 level of significance, but not at the 0.05 
level, (t= 1.933, p<0.1 ) between refugees and non-refugees. In the high family 
support category, non-refugees (m=30.19, SD 20.22) had slightly higher self- 
control than the refugees (m=27.10, SD 24.55). A t-test was performed on the high 
family support group, which showed that this difference was insignificant (t=
-0.441, p>0.5). Although, there were no differences among refugees and non­
refugees when they had high family support, when the family support was low the
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non-refugees showed higher levels of self-control than the non-refugees. This tends 
to confirm hypothesis 5. Hence, the result of this interaction effect also supports 
hypothesis 1, in that refugees would have higher self-control than non-refugees, 
which is true at least for the low family support category. See Figure 5 below for an 
illustration of the tentative interaction.
Overall, there was an effect of family support on the measures of self-efficacy, self- 
control and PTS symptoms. Hypothesis 6 stated that there would be no differences 
in post traumatic stress symptoms between adults with and without refugee 
experiences. Child experience (refugee vs non-refugee) means were 15.52 (SD 
16.90) and 13.93 (SD 13.65) for PTS symptoms, respectively. As noted above, the 
MANOVA yielded no main effect of child experience on either dependent variable, 
hence the two groups did not differ significantly on levels of PTS symptoms. The 
results of the between-subjects analysis are found in appendix E.
Figure 5: Interaction of family support and child experience on self-control.
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On examination of the effect of family support on PTS symptoms, the between- 
subjects analysis revealed only a marginally insignificant effect (F=3.768, p<0.1,
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partial eta squared=0.045). This indicated that respondents with high family support 
(m=l 1.44, SD 13.18) had slightly lower levels of PTS symptoms, than respondents 
with low family support (m=17.79, SD 16.48).
Relationship between self-control, self-efficacy and PTS symptoms.
To explore the relationship between the three dependent variables in relation to 
family support, a correlational analysis was done. The correlational analysis 
indicated that some of the variables were slightly correlated. The correlation values 
can be found in Table 5 below.
Table 5: Correlations table of the dependent variables.
PTS symptoms Self-efficacy Self-control
Pearson Correl. 1 -.201 -.251*
PTS Sig. (2-tailed) . .067 .021
symptoms
N 84 84 84
Pearson Correl. -.201 1 .529**
Self- Sig. (2-tailed) .067 .000
efficacy
N 84 84 84
Pearson Correl. -.251* .529** 1
Self- Sig. (2-tailed) .021 .000 .
control
N 84 84 84
*. Correlation is significant at t le 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
Self-control and self-efficacy were correlated (r = 0.529). This correlation was 
found to be significant at the 0.01 level. This means that there is some overlap 
between the variables’ contribution to the linear combination of dependent variables 
(Dancey & Reidy, 2002). The correlation between these two variables reveals that 
they might have both been significant because they partially account for the same 
construct. However, as the correlation is not strong and multivariate analysis takes 
account of the correlation between dependent variables and thus has more power to
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detect group differences (Field, 2000), I did not follow up with a discriminant 
function analysis to investigate how these variables interacted further. However, the 
univariate analysis provided is sufficient to follow up the MANOVA. Furthermore, 
whether these variables correlated or not has little theoretical implication for this 
study, as both variable measures were used to investigate resourcefulness, of which 
self-efficacy and self-control were part. There was another correlation of self- 
control and PTS symptoms (r = -.251, at the 0.05 level). The negative correlation 
indicates that when self- control increases, PTS symptoms decrease and vice versa. 
This relationship did not imply a strong correlation, and was therefore not explored 
further.
Discussion
The purpose of this study was to investigate the long-term effects of being a refugee 
child and the impact of family support. Three measures were employed to 
investigate the difference of having been a refugee child in relation to non-refugee 
and differences in perceived family support. Furthermore, the effect of other 
background variables, such as age at arrival etc. was explored within the refugee 
sample. The results revealed several important findings, which confirmed some of 
the hypotheses. However, firstly the limitations of this study are discussed.
Limitations o f the study
There are several problems with this study, which must be acknowledged. Some of 
these limitations concern the research sample. The study aimed to consider the 
long-term effects of being a child refugee. However, the results of this study have to 
be treated with caution and have limited generalisability, due to the investigated 
population. It is difficult to talk about a representative sample, in terms of the adults 
with child refugee experiences, as refugees are very different on cultural, social and 
contextual factors, to a greater extent than other populations. Additionally, the 
recruitment of participants through the ‘snowballing’ technique entails a bias, as
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only people in the social network I tapped into were sampled (Fife-Schaw, 1995). 
Hence, the results of this study apply to this sample and cannot be applied to all 
refugees. The objective to generalise research findings is something inherently 
difficult with any research study, which is why I recommend future research 
addressing refugee experiences with a long-term focus, to be not just longitudinal, 
but also qualitative or combine qualitative and quantitative methods. Longitudinal 
research can investigate refugee children’s development and meaning making 
process over time, and hence their initial experiences can be analysed and then 
followed-up at other points in time in their life. Research of this type could provide 
a developmental perspective to the integration of experiences and memories. It is 
questionable whether quantitative research can provide the same depth and 
represent a variety of refugee experiences, and not reduce the important meaning of 
these experiences. Additionally, research including a more systemic view of the 
child, including the family, community and society is recommended.
Another point is that even though there was a response rate of 33,6%, which is a 
relatively standard response rate, the sample can not be said to be fully randomised. 
Firstly, the people recruited were in certain social networks. Secondly, even though 
almost all participants were at some stage in individual contact with the researcher, 
and thus the researcher had a chance to explain about the research, only 84 
respondents returned the questionnaire. In addition, perhaps more people without 
stressful experiences from their childhood returned the questionnaire, thus creating 
a slight kurtosis in the PTS symptom distribution. However, the general population 
scores would be expected to be around 0, as most people do not suffer from post- 
traumatic stress. Furthermore, this study did not have enough participants according 
to the a priori power analysis (G*Power)(Erdefelder, Faul & Buchner, 1996), which 
therefore limits the power. Thus, the sample might have been too small to find a 
significant difference of child experience (Fife-Schaw, 1995).
Another difficulty is that of retrospective data. Two of the questionnaires in this 
study investigated past experiences and memories, which means that a large amount
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of the data was retrospective. The fact that the data is retrospective decreases the 
likelihood of respondents remembering and representing their memories and 
experiences accurately (Coyle & Rafalin, 2000). However, some research (Blane, 
1996; Brewin, Andrews & Gotlib, 1993; Ross & Conway, 1986) has suggested that 
autobiographical memory and retrospective accounts can be reliable, and do not 
have to be seen as distorted and unstable. In this study, the respondents ages ranged 
from 18-55 years in the refugee sample, and 18-65 years in the control group, and 
the amount of years the adult refugee children had spent away from their homeland 
ranged from 2-33 years, with a mean of 18.43 years. Hence, the adults’ child 
refugee experiences in this study cannot be seen as representative of what refugee 
children experience today. Thus, any conclusions drawn from this study have to be 
tentative. Social and political contexts are likely to be different today to how they 
were at the time of the refugee respondents’ flight and arrival, both here and in their 
homeland
In regards to the questionnaire, the use of existing scales entails several difficulties. 
The scales may have been developed in a particular cultural or historical context 
and for a different population, which does not fit with the current sample of people. 
All scales used in this study are standardised and validated for a western population, 
and may not be suitable for culturally diverse populations. In this study, some of the 
refugee participants were from ‘westernised’ countries, whereas others were not. 
This meant that most probably, cultural factors and context could have confounded 
some responses, as the meaning of certain responses to the participants might not 
have the same meaning as for researchers interpreting them. However, as the 
participants were refugees as children, it was assumed that they would be bicultural 
to some extent, and at least have some awareness of the cultural meanings and 
implications of the questions in the questionnaires.
Moreover, the items in the Self-control schedule (Rosenbaum, 1980) and the Impact 
of events scale (IES)(Horowitz, Wilner & Alvarez, 1979) are similar, although they 
measure different constructs. The Self-control schedule measures coping strategies
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and learned resourcefulness, whereas the Impact of event scale measures avoidance 
and intrusion symptoms. However, this can be explained as a general problem of 
coping strategies, because they can be conceptualised as coping strategies, or 
avoidance and defence mechanisms, or both. In addition, the Impact of events scale 
is validated for people who have experienced single traumas, and is problematic to 
use with people who possibly have experienced multiple traumas (Weiss & 
Marmar, 1997). This might have influenced the ability of the instrument to assess 
people’s stress symptoms sufficiently. However, Trotter (2001) used the IES- 
revised to assess refugee recovery in her study. Herceg (1998) also used the IES to 
investigate effects of war related trauma on refugees and non-refugees. 
Additionally, in this study the questionnaire was used only to describe PTS 
symptoms rather than diagnose PTSD.
One further criticism concerns the correlated dependent variables. These 
relationships could have been explored further. However, due to time restrictions 
and a risk of departing from the focus of the research study, no further 
investigations were done. Additionally, the correlation between general self- 
efficacy and self-control was expected, as these two measures were conceptualised 
in the study as part of resilience and resourcefulness. The concern was in regards to 
the MANOVA and the power of the study (Tabachnick & Fidell, 1996). However, 
Stevens (1980) claimed that correlated dependent variables could contribute to 
greater test power. Cole, Maxwell, Arvey & Salas (1994) suggested that the power 
of the MANOVA depends upon a combination of the correlation between 
dependent variables and the effect size. In this study, because the effect sizes were 
small, the power of the MANOVA might have been compromised. Other further 
analyses of the data could have been performed. However, this would also have 
increased the probability of a type 1 error.
Impact o f family support and child experiences
The results of the multivariate analysis of variance showed that there was no main
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effect of child experience (refugee vs non-refugee) on general self-efficacy (31.40 
vs 30.34), self-control (21.8 vs 15.95) and PTS symptoms (15.53 vs 13.93). This 
discontinus hypotheses 1 and 2, that adults who had been child refugees were 
expected to have higher levels of general self-efficacy and self-control. The lack of 
difference could perhaps be explained by the small sample size. The original 
expected sample size was 102. However, as this sample only had 84 participants, 
there could have been a difference that was not detected by the statistical analysis. 
The lack of significant difference on self-efficacy and self-control between the two 
groups still gives a positive result for people with child refugee experience, as these 
results indicate that they have similar levels of self-efficacy and self-control to 
controls, and thus are not negatively affected by their refugee experience. 
Additionally, Loughry & Flouri (2001) when comparing unaccompanied 
Vietnamese refugees with non-refugees found no differences in self-efficacy, 
number of sources of social support and experience of social support. In this study, 
the slight interaction effect found between child experience and family support on 
self-control actually confirm the first hypothesis in regards to refugees having 
higher self-control than non-refugees. This supports the more general claim that 
adults with child refugee experiences are more resourceful than adults without 
refugee experiences. Hence, refugees can be conceptualised as survivors rather than 
victims (Tedeschi, Park & Calhoun, 1998).
The analysis also showed that there was a main effect of perceived family support 
(low vs high) on self-control (9.26 vs 28.68), self-efficacy (29.37 vs 32.44) and PTS 
symptoms (17.79 vs 11.43). These findings support hypotheses 3 and 4 that adults 
with higher levels of perceived family support as children would have higher levels 
of self-efficacy and self-control. This finding is corroborated by earlier research on 
the importance of family support in relation to mental health (Garmezy & Rutter, 
1985; Rutter, 1990). In relation to refugee children, Merali (2001) described family 
stress to be partially caused by inequity between social support and self-efficacy. In 
regards to PTS symptoms, there was no predicted difference due to family support. 
However, the results imply that perceived family support has an effect upon PTS
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symptoms. This means that PTS symptoms were higher in the low family support 
group than in the high family support group. It can be concluded that family support 
protects against PTS symptoms. This is supported in the literature on familial 
resilience, where the family is seen as a protective shield against stress (Apfel & 
Simon, 1996; Bat-Zion & Levi-Shiff, 1993; Jensen & Shaw, 1993; Weine, Vojvoda, 
Hartman & Hyman, 1997).
In accordance with hypothesis 6, there was no significant difference between the 
child experience (refugee vs non-refugee) on PTS symptoms (15.52 vs 13.93). This 
means that despite child refugee experiences, some of which might have been more 
difficult than others, their current post traumatic stress symptoms were not any 
different to controls. This indicates that PTS symptoms are transient over time and 
that refugees are more resilient than perhaps is acknowledged by some of the 
previous refugee literature. This finding is supported by earlier research (Becker, 
Weine, Vojvoda & McGlashan, 1999; Trotter, 2001) in that PTS symptoms 
decrease over time. In addition, this finding contributes to a less 
psychopathologising perspective on adult refugee children and adolescents and 
contradicts research claiming that childhood trauma results in post traumatic 
symptoms in adulthood (e.g. Bremner, Southwick, Yehuda, Johnson & Chamey, 
1993) and that PTS symptoms persist over time (e.g. Terr, 1983) at least in relation 
to child refugee experience. In relation to this study, it is however worth noting that 
it was not known whether the adults in the refugee sample were traumatised as 
children. Thus, there might have been limited trauma there to process. However, it 
is also assumed that distressing experiences of uprooting and loss are an inherent 
part of any refugee experience. Consequently, this finding challenges the 
overwhelming view of psychological research and services, where all refugees are 
assumed to suffer from PTSD. Perhaps, Eisenbruch’s concept of ‘cultural 
bereavement’ could be an alternative to PTSD in conceptualising the negative 
effects of refugee-dom (see Eisenbruch, 1988,1991).
The univariate ANOVAs indicated a slight interaction effect of family support and
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child experience on self-control. The interaction effect seems, according to the 
graph in Figure 5, to have more of an effect in the low family support group, where 
the refugee sample had higher self-control than non-refugees. This partly supports 
hypothesis 5, in that there would be a tentative interaction effect between child 
experience and family support, in that child refugees would have higher levels of 
self-control than non-refugees, and that higher family support would also contribute 
to an increase in self-control. However, this would not override the main effect of 
child refugee experience. This is true for low family support and child refugee 
experience on self-control. Hence, the interaction effect also supports hypothesis 1, 
in that refugees would have higher self-control than non-refugees. If family 
supports the children, the self-control levels of both refugees and non-refugees seem 
equivalent. However, if family fails to support, those refugees who had to endure 
other external difficulties, they display higher levels of self-control. The present 
finding implies that refugee experiences can possibly contribute to the development 
of increased resourcefulness and coping, such as self-control, despite low family 
support. Such a finding is supported by previous research, which found that adverse 
life experiences can contribute to increased resourcefulness (Alday, 1998; 
Rousseau, Drapeau & Platt, 1999) and have positive effects (Macksoud & Aber, 
1996). Research on resilience in refugee children (Boyden, 1994; Carroll, 1997; 
Garmezy, 1985; Rousseau, Said, Gagne & Bibeau, 1998; Rutter, 1990; Volpe, 
1992) and Urbane’s (2000) finding of higher self-esteem in individuals with refugee 
experiences compared to controls, also supports the finding of this study.
Explorations of other variables, such as age, gender, occupation and academic 
qualifications were done to investigate whether any other variables could account 
for the above results. No effects were found for age, gender and occupation. A one 
way ANOVA indicated an effect of academic qualification on general self-efficacy. 
However, this difference was only found between respondents with a degree and 
respondents with a higher degree, meaning that participants with a higher degree 
had lower self-efficacy than participants with a degree. This finding did not add 
anything to change the main results of the study, and the groups were also unequal
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in size. Comparisons of age, gender and academic qualifications between the low 
and high perceived family support groups yielded no significant results. However, 
there was a significant difference found between child refugees and controls on age 
(pO.Ol, eta square= .079) and academic qualification (pO.Ol, eta square= .099). 
This means that the respondents in the refugee group were slightly younger and had 
slightly lower academic qualifications than non-refugees. As child experience 
yielded no significant results upon the dependent variables, these results did not add 
anything to the main findings.
Long-term effects o f refugee-dom
Explorations within the refugee sample also yielded some interesting results. The 
age at arrival to this country had a main effect upon PTS symptoms and self- 
control. In other words, the younger the respondent was on arrival in the host 
country, the lower the levels of PTS symptoms. However, the difference lay 
between, what we could refer to as, childhood (2-11 years)(7.69) and adolescence 
(12-17 years)(28.08). This can again be explained in terms of resilience, and that the 
younger children are, the more adaptable and resilient. Hogman (1998) describes 
two phases of survivorship: firstly, adaptation to living and secondly, an attempt to 
integrate memories of trauma. In relation to this study, it might be that adults who 
have been refugees as young children have had more time to process their 
experiences, whereas adults who were refugees as adolescents are still struggling 
with traumatic memories and therefore had higher levels of PTS symptoms.
Additionally, many of the adults who came as adolescent refugees, came 
unaccompanied, whereas the younger refugees came with at least both parents. This 
can also explain the difference in PTS symptoms, as the family is paramount in 
supporting the young persons’ development (Barwick, Beiser & Edwards, 2002). In 
this study, family constellation seemed important in relation to PTS symptoms. The 
adults who, as children, had arrived without both parents (27.62) had more PTS 
symptoms than those who had arrived with their parents or siblings and parents
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(17.07). This corresponds with the finding above regarding age at arrival, where 
unaccompanied refugees were older than the accompanied refugees. Furthermore, 
these findings link in with the main effect of perceived family support on the total 
sample, where child refugees who came without both their parents probably had 
less family support than refugees who arrived with their entire family. These results 
have to be treated with great caution due to the small sample size.
There was also an effect of age at arrival on self-control. The difference was found 
between adults who had arrived as young children (2-6 years)(27.50) and 
adolescents (12-17 years)(29.77) and those who arrived in middle childhood (7-11 
years)(4.09), in that the latter group had significantly lower levels of self-control 
than the two other groups. These results are surprising and should be treated with 
caution. However, one possible explanation for the high self-control in the adults 
who arrived as very young children, is that the earlier coping strategies such as self- 
control are acquired, the higher their prevalence. Additionally, in relation to the 
previous results, adults who arrived as adolescent refugees might have, due to the 
more recent experiences and perhaps PTS symptoms, used self-control as a coping 
strategy and therefore have higher levels of self-control than the refugees who 
arrived in middle childhood.
Lastly, there was an effect of family constellation on general self-efficacy. The 
adults who had arrived without both their parents (13.54) had lower self-efficacy 
than those who had arrived with their parents and siblings or with only their parents 
(23.85). This also links in with the main effect of family support on the total 
sample, where general self-efficacy was higher for high family support. Perhaps, the 
adults in the ‘other’ family constellation category had less family support due to 
fewer available family members, and therefore lower self-efficacy. Earlier research 
by Ferren (1999) suggests that having social support networks may contribute to 
high levels of self-efficacy. Social support has also been found to be a predictor of 
psychological adaptation (Takeda, 1997). A finding by Stiles, Gibbons, Lie & Sand 
(1998), which suggests that positive personal relationships were related to positive
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self-perceptions and self-esteem, also seems to support the above finding.
Implications for therapy
In summary, the findings of this study support a non-pathological view of people 
with refugee experiences. Rather than enforcing a focus of pathogenesis and mental 
disorder, the findings promote well-being and health and conceptualise adult 
refugee children as survivors, rather than victims (Tedeschi, Park & Calhoun, 
1998). Hopefully, this study can tentatively inform mental health practitioners who 
encounter people with refugee experiences not to assume PTSD and put them 
within a trauma framework. Hence, the present study has aimed to question the 
usefulness of diagnosis and psychopathology in relation to refugee experience, and 
even though it is acknowledged that some refugee children have experienced 
horrifying atrocities, the situation that they have endured needs to be seen as 
abnormal, rather than their response or reaction to that situation. The results also 
support criticism of the use of a marginalising and potentially culturally 
inappropriate diagnosis, such as PTSD, for which prescribed western treatment 
lacks efficacy (Eisenbruch, 1991; 1992).
This study has support from previous limited research (for example Davies, 2000; 
Marvit, 2002), in that refugees are a very resilient population and people with 
refugee backgrounds need to integrate their experiences and memories in the way 
that is most culturally and socially appropriate to them. Davies (2000) suggests 
‘cultural bereavement’ to be a more appropriate concept than PTSD in 
understanding refugee experience, and reflecting psychological resilience. The 
people who come for psychological therapy need to be understood in relation to 
their context and their feelings normalised. It seems an integrative and culturally 
sensitive approach would be useful with this population. Linley and Joseph (2003) 
emphasise the personal gain that can be made after difficult experiences. This was 
partly found in this study, in the low perceived family support refugee group in 
relation to high self-control. Hence, facilitation of growth can be a legitimate
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therapeutic goal (Linley & Joseph, 2003). Unavoidably, political discourse and the 
social, political and cultural life of the person with refugee experience comes into 
therapy. It is therefore of crucial importance to address the person’s experiences at 
all levels, that corresponds to a holistic view of the person, and takes account of, 
rather than reduces multifaceted human experience.
In conclusion, this study found that there was no difference in PTS symptoms 
between adult refugee children and controls, that differences in self-control were 
due to perceived family support and child refugee experiences (in relation to low 
family support), and that differences in self-efficacy were due to perceived family 
support rather than child refugee experiences. These findings can hopefully be used 
to inform the psychology field of the long-term effects of refugee experience and 
the resourcefulness that can arise from these experiences.
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N am e o f  researcher: A gatha Strak 
Department: D epartm ent o f  P sych ology  
T itle o f  research project: “ G o in g  to  p ieces w ith o u t  
fa llin g  a p a r t” : an  e x p lo r a to r y  stu d y  o f  th e  
lo n g term  effec ts  o f  re fu g eed o m .
Telephone: 01483  689  176 
E-m ail: agatha_strak@ hotm ail.com  
Supervisor: Dr R iccardo D raghi-Lorenz  
Department: D epartm ent o f  P sych ology  
T elephone: 01483  686  914  
E-mail: r.draghi-lorenz@ surrey.ac.uk
In fo r m a tio n  S h eet
D ear Participant,
I am undertaking a postgraduate course in Psychotherapeutic and C ou n sellin g  P sych o logy  
at the U niversity  o f  Surrey. A s a part o f  this course I am conducting a research project 
exp loring  h ow  adults w ho w ere on ce refugee children experienced  the past, see  th em se lves  
today, and how  they think they have m anaged. I have m y se lf  been a refugee ch ild , and I 
feel the current understanding o f  such experience and its effec ts n eeds to be m ore based  
upon actual exp erience o f  the process. This is w h y  I am interested in ask ing the p eop le with  
that experience.
The study entails ask ing adults (aged  18 — 65 years) w h o  have on ce been  refugee children  
(aged  2 -16  years at arrival to host country) to  fill out questionnaires about their b elie fs  
about th em selves, their w ell-b ein g , their ability  to m anage and their fam ily  exp eriences. 
Y ou, as a participant w ill be required to fill out four questionnaires and a sh eet stating your  
age, sex , ethnic origin, education, occupation, num ber o f  years in your host-country, age at 
arrival and fam ily  constellation . The questionnaires should take no longer than 3 0  m inutes 
to fill out. I f  you  d ecid e to participate, the questionnaires w ill be returned an on ym ou sly  and 
you  w ill not be approached regarding the research at any other tim e (find the questionnaires  
and addressed en velop e  en closed ).
I f  you  w ish  to rece ive additional inform ation on the research, or feel the questionnaires  
have brought back uncom fortable fee lin gs you  can contact the researcher d irectly  on the 
ab ove num ber or e-m ail. D eta ils o f  P sych ology  serv ices in your area w ill be availab le on 
request. Y ou m ay a lso  w ithdraw  from the study at any tim e.
The research report w ill be subm itted to the U niversity o f  Surrey as m y third year research  
report. A cop y o f  the research report w ill be availab le on request. I reserve the rights to 
publish the research, in this case any identify ing features w ill be changed , so  that 
con fidentia lity  is m aintained. The research w ill not be used for any legal or political 
purposes, on ly  for further p sych ologica l research in this area. A ll inform ation w ill be 
treated in accordance with the Data Protection A ct (1 9 9 8 ). The project has been approved  
by the U niversity  o f  Surrey A dvisory  C om m ittee on Ethics.
T his letter is for inform ation purposes on ly.
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N am e o f  researcher: A gatha Strak
Department: Departm ent o f  P sych o logy
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Information Sheet (Control Group)
D ear Participant,
I am undertaking a postgraduate course in Psychotherapeutic and C oun sellin g  P sych o logy  
at the U niversity  o f  Surrey. A s a part o f  th is course I am conducting a research project 
exp loring  h ow  adults w h o  w ere on ce refugee children experienced  the past, see  th em se lves  
today, and how  they think they have m anaged. I have m y se lf  been a refugee ch ild , and I 
feel the current understanding o f  such experience and its effec ts need s to  be m ore based  
upon actual exp erience o f  the process.
T he study entails ask ing adults (aged  18 — 65 years) w ith and w ithout refugee exp erien ce to  
fill out questionnaires about their beliefs about th em selves, their w ell-b ein g , their ability  to  
m anage and their fam ily  exp eriences. Y ou , as a control participant, should not be or have  
been a refugee or im m igrant. Y ou  w ill be required to fill out four questionnaires and a sheet 
stating your age, sex , ethnic origin, education and occupation. The questionnaires should  
take no longer than 30  m inutes to  fill out. I f  you  d ecid e to participate, the questionnaires  
w ill be returned an onym ously  and you  w ill not be approached regarding the research at any  
other tim e (find the questionnaires and addressed en velop e en closed ).
If you  w ish  to receive additional inform ation on the research, or fee l the questionnaires  
have brought back uncom fortable fee lin gs you  can contact the researcher d irectly  on the 
ab ove num ber or e-m ail. D etails o f  P sych o logy  serv ices in your area w ill be availab le on  
request. Y ou  m ay a lso  w ithdraw  from the study at any tim e.
T he research report w ill be subm itted to the U niversity  o f  Surrey as m y third year research  
report. A  cop y  o f  the research report w ill be availab le on request. I reserve the rights to  
publish the research, in this case any identify ing features w ill be changed, so  that 
con fidentia lity  is m aintained. The research w ill not be used for any legal or politica l 
purposes, on ly  for further p sych ologica l research in th is area. A ll inform ation w ill be 
treated in accordance w ith  the Data Protection A ct (1 9 9 8 ). The project has been  approved  
by the U niversity  o f  Surrey A dvisory C om m ittee on Ethics.
This letter is for inform ation purposes on ly.
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Appendix B: Consent form
N am e o f  researcher: A gatha Strak 
Department: D epartm ent o f  P sych o logy  
T itle o f  research project: “ G o in g  to  p ieces w ith o u t  
fa ilin g  a p a r t” : an  ex p lo r a to r y  s tu d y  o f  th e  
lo n g term  effec ts  o f  re fu g eed o m .
T elephone: 01483  689  176  
E-m ail: agatha_strak@ hotm ail.com  
Supervisor: Dr R iccardo D raghi-Lorenz  
Department: Departm ent o f  P sych o logy  
Telephone: 01483  686  914  
E-mail: r.draghi-lorenz@ surrey.ac.uk
C o n se n t F orm
I have read and understood the inform ation sheet g iven  to m e concern ing th is research  
study. I have been g iven  full inform ation by the researcher A gatha Strak o f  the top ic under 
study, the purpose, and the m easures in volved  in the questionnaires. I have taken the tim e  
to consider m y participation in the present study.
I understand that all data w ill be confidential and m y signed con sent form  w ill be kept 
separate from m y questionnaires. A ll docum entation w ill adhere to the D ata Protection A ct  
( 1998) and be treated in strictest con fidence.
I understand that I am free to w ithdraw  from  the study at any tim e, and the sign in g  o f  this  
con sent form  d oes not m ean I have to go  ahead w ith com p letin g  the questionnaires. I 
confirm  that I have read and understood the inform ation letter and I form ally  agree to  
partake in this study under the conditions set out above.
Nam e:
Signed:
Date:
A s the researcher, I form ally undertake to separate th is con sent form  from  the  
questionnaires, and store them  separately to maintain confidentiality .
N am e:
Signed:
Date:
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Appendix C: Questionnaire
GSE
These statements refer to how you feel you can manage problems or 
difficulties. There are four possible answers for each statement. Be as honest 
as you can, and circle the answer that you think relates best to you.
Not a t all Barely M oderately E xactly  
True True True True
1) I can  a lw ays m anage to  so lv e  difficult 1 2  3 4
problem s if I try hard enough.
2) If so m eo n e  o p p o se s  m e, I can  find m ean s
and w a y s to  g e t  w hat I w ant. 1 2  3 4
3) It is  e a sy  for m e to  s t ick  to  my aim s and
accom p lish  my go a ls . 1 2  3 4
4) I am confident that I could  deal effic ien tly
w ith u n exp ected  ev en ts . 1 2  3 4
5) Thanks to  my resou rcefu ln ess, I know how
to  handle un foreseen  situ ation s. 1 2  3 4
6) I can  so lv e  m ost problem s if I in vest th e
n e c e ssa r y  effort. 1 2  3 4
7) I can  remain calm  w hen facing d ifficu lties
b e c a u se  I can  rely on my coping ab ilities. 1 2  3  4
8) When I am confronted with a problem, I
can  usually  find severa l so lu tion s. 1 2  3 4
9) If I am in a bind, I can  usually think of
som eth ing  to  do. 1 2  3 4
10) No m atter w hat c o m e s  my w ay, l?m
usually ab le to  handle it. 1 2  3 4
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scs
Indicate how characteristic or descriptive each of the following statem ents is of 
you by using the code given below. Write in the boxes next to each statem ent. 
P lease be a s  honest a s  possible.
+ 3 very characteristic of me, extremely descriptive 
+ 2 rather characteristic of me, quite descriptive 
+ 1 som ewhat characteristic of me, slightly descriptive 
-1  som ewhat uncharacteristic of me, slightly undescriptive
- 2 rather uncharacteristic of me, quite undescriptive
- 3 very uncharacteristic of me, extremely nondescriptive
1. When I do a boring job, I think about the less boring parts of the job and 
the reward that I will receive once I am finished. □
2. When I have to do something anxiety arousing for me, I try to visualise 
how I will overcome the anxieties while doing it. □
3. Often by changing my way of thinking I am able to change my feelings 
about almost anything.
4. I often find it difficult to overcome my feelings of nervousness and 
tension without any outside help. j j
5. When I am feeling depressed I try to think about pleasant events. | |
6. I cannot avoid thinking about the mistakes I have made in the past. j j
7. When I am faced with a difficult problem, I try to approach its .— .
solution in a system atic way. I__I
8 . 1 usually do my duties quicker when somebody is pressuring me.  ^ ^
9. When I am faced with a difficult decision, I prefer to postpone making a 
decision even if all the facts are at my disposal. □
10. When I find that I have difficulties in concentrating on my reading, I look 
for ways to increase my concentration. j—-j
11. When I plan to work, I remove all the things that are not relevant to my
work. j— |
12. When I try to get rid of a bad habit, I first try to find out all the 
factors that maintain this habit. | |
13. When an unpleasant thought is bothering me, I try to think about
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something pleasant. | |
14. If I would smoke two packages of cigarettes a day, I probably 
would need outside help to stop smoking. j— j
15. When I am in a low mood, I try to act cheerful so my mood will 
change. Q ]
16. If I had the pills with me, I would take a tranquilliser whenever I
felt tense and nervous. | |
17. When I am depressed, I try to keep myself busy with things that I 
like. Q
18. I tend to postpone unpleasant duties even if I could perform them  
immediately. |“ j
19. I need outside help to get rid of some of my bad habits. |~ j^
20. When I find it difficult to settle down and do a certain job, I look for 
ways to help me settle down. | |
21. Although it makes me feel bad, I cannot avoid thinking about all 
kinds of possible catastrophes in the future. | j
22. First of all I prefer to finish a job that I have to do and then start 
doing the things I really like. j j
23. When I feel pain in a certain part of my body, I try not to think about it.
24. My self-esteem  increases once I am able to overcome a bad habit, ^
25. In order to overcome bad feelings that accompany failure, I often tell
myself that it is not so catastrophic and that I can do something 
about it. □
26. When I feel that I am too impulsive, I tell myself “stop and think before 
you do anything”.
27. Even when I am terribly angry at somebody, I consider my actions very 
carefully.
28. Facing the need to make a decision, I usually find out all the possible 
alternatives instead of deciding quickly and spontaneously. [ [
29. Usually I do first the things I really like to do even if there are more 
urgent things to do. j j
30. When I realise that I cannot help but be late for an important meeting, I 
tell myself to keep calm.
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31. When I feel pain in my body, I try to divert my thoughts from it. |^ j
32. I usually plan my work when faced with a number of things to do. | ~ |
33. When I am short of money, I decide to record all my expenses in order to 
plan more carefully for the future. | |
34. If I find it difficult to concentrate on a certain job, I divide the job into 
smaller segm ents.
35. Quite often I cannot overcome unpleasant thoughts that bother me. |~ j
36. Once I am hungry and unable to eat, I try to divert my thoughts away 
from my stomach or try to imagine that I am satisfied. [ |
PSS -  Fa
The statem ents which follow refer to feelings and experiences which occur to m ost people 
at one time or another in their relationships with their families. I want you to think back to 
when you were a child and how things were for you when you w ere growing up. For each 
statem ent there are three possible answ ers. P lease circle the answ er you choose for each 
item. P lease, be a s  honest a s  you can.
1. My fam ily g a v e  m e th e  moral support I n eed ed . Y es No Don’t know
2. I got good id ea s about how  to  do th ings or m ake th in gs from my 
family.
Y es No Don’t  know
3. M ost other p eop le w ere  c lo ser  to  their fam ily than I w a s.
Y es No Don’t know
4. When I confided  in th e  m em bers of my fam ily w ho w ere  c lo s e s t  to  m e,
I go t th e  idea  that it m ade them  uncom fortable.
Y es No Don’t know
5. My fam ily enjoyed  hearing about w hat I thought about th ings.
Y es No Don’t know
6. M embers of my fam ily shared m any of my in terests .
Y es No Don’t know
7. I relied on my fam ily for em otional support. Y es No Don’t  know
8. There w a s  a m em ber of my fam ily I could go  to  if I w ere  ju st fee lin g  
down, w ithout feelin g  funny about it later. Y es No Don’t know
9. My fam ily and I w ere  very open about w hat w e  thought about th ings.
Y es No Don’t know
10. My fam ily w a s  se n s it iv e  to  my personal n eed s . Y es No Don’t know
11. M em bers of my fam ily w ere good at helping m e so lv e  problem s.
Y es No Don’t know
12. I had a d eep  sharing relationship w ith a number o f m em bers o f my 
fam ily. Y es No Don’t know
13. When I confided  in m em bers o f my fam ily, it m ade m e fee l 
uncom fortable.
Y es No Don’t know
14.1 did not have a relationship with a m em ber of my fam ily that w a s  a s  
c lo se  a s  other p eop le’s  relationships with fam ily m em bers.
Y es No Don’t know
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15. I w ish  my fam ily had b een  different. Y es No Don’t know
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IES
The following statem ents are related to your refugee experiences: before your arrival to 
your present home-country, during your transition and flight or/and when you were settling 
after your arrival. How do you experience these past life events in the present? Below is a 
list of com m ents m ade by people after stressful life events. P lease check each item, 
indicating how frequently these com m ents were true for you during the past seven days. 
If they did not occur during that time, please tick “not at all” in the column. P lease, be a s  
honest a s  you can.
Frequency
Not at all Rarely Sometimes Often
1. 1 thought about it w hen 1 didn’t m ean to .^ □ □ □
2. 1 avoided letting m yself g e t  u p set when^j 
1 thought about it or w a s  rem inded o f it.
□ □ □
3. 1 tried to  rem ove it from m em ory. ^ □ □ □
4. 1 had trouble falling a s le e p  or staying  q  
a s leep , b e c a u se  o f th e  p ictures or 
thoughts about it that cam e into my mind.
□ □ □
5. 1 had w a v e s  o f strong fee lin g s  about it.D □ □ □
6. 1 had dream s about it. □ □ □ □
7. 1 s ta y ed  aw ay from rem inders o f it. □ □ □ □
8. 1 fe lt a s  if it hadn’t happened or □  
w a sn ’t real.
□ □ □
9. 1 tried not to  ta lk  about it. □ □ □ □
10. P ictures about it popped into my mind. □ □ □ □
11. Other th ings kept making m e think ^  
about it. □
□ □
12. 1 w a s  aw are that 1 still had a lot of q  q  
fee lin g s  about it, but 1 didn’t deal w ith them .
□ □
13. 1 tried not to  think about it. D □ □ □
14. Any reminder brought back  fee lin g s  D □ □ □
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about it.
15. My fee lin g s  about it w ere  kind of numb.
Finally, could you please provide some demographic details of yourself. This 
information will not be used to identify you, and any personal details will remain 
strictly confidential.
Age: 1 8 - 2 5  years □  26-35 years □  3 6 - 4 5  years □  4 6 - 5 5  years □
56 -  65 years q
Gender: □  Male □  Female
Ethnic group: Choose one section from (a) to (e) then tick the appropriate box to
indicate your cultural background.
(a) White British □
Irish □
Any other white background □
Please write in .....................................................
(b) Mixed White and Black Caribbean D
White and Black African ^
White and Asian D
Any other mixed background □
Please write in ....................................................
(c) Asian or Asian British Indian D
Pakistani □
Bangladeshi □
Any other Asian background □
Please write in .....................................................
(d) Black or Black British Carribean ^
African D
Any other Black background □
Please write in .....................................................
(e) Chinese or Other ethnic group Chinese D
Any other □
Please write in .....................................................
Highest Qualification:
GCSE/ O-level/Primary & Secondary School □  
A-level/ High School □
Diploma (HMD, SRN, etc)/College □  
Degree (BSc, BA, etc)/ University studies □  
Higher degree (MSc, MA, etc)/ Postgraduate^ 
Doctoral degree (PhD, MD, PsychD, etc) m
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Occupation: Employed
(bygovernment/stateor private corporation) 
Self -  employed 
Unemployed 
Student
Other D
(Please specify):....................................................................
Country of origin:
Numbers of years in host-country:..........................
Age at arrival to host-country: 2 - 6  years □  7 - 1 1  years □  1 2 - 1 6  years □
Family structure at arrival: You and......(tick as appropriate):
Mother & Father........................................... ^
Mother, Father, siblings..............................P
Mother, Father, siblings, extended family □
Mother, siblings, extended family.............. D
Mother, siblings............................................ □
Mother, extended family..............................□
Father, siblings, extended family...............□
Father, siblings............................................. □
Father, extended family...............................□
Mother only................................................... □
Father only.................................................... □
Siblings, extended family............................ □
Siblings..........................................................q
Extended family............................................□
Unaccompanied........................................... □
Other (Please specify):............................... q
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Appendix D: Ethical approval letter UniS
14 February 2003 U niversity R egistry 
of S urrey
Guildford
Ms Agatha Strak 
PsychD Student 
Department of Psychology
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 683811
University of Surrey
Dear Ms Strak
‘Going to pieces without falling apart": An exploratory study of the long term 
effects of refugee-dom (ACE/2002/101/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. 
For your information, and future reference, these Guidelines can be downloaded from 
the Committee’s website at http://www.suiTev.ac.uk/Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/101/Psych) The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics: 14 February 2003
Date of expiry of approval by the Advisory Committee on Ethics: 13 February 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
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cc: Chairman, ACE
Dr R Draghi-Lorenz, Supervisor, Dept of Psychology 
Dr A Coyle, Research Tutor, Dept of Psychology
Appendix E: Spss Output. Multivariate Analysis of Variance. 
Frequencies
Statistics
Total ies
General Self 
Efficacy
total
self-control
N Valid 84 84 84
Missing 0 0 0
Mean 14.6905 30.8690 18.7381
Std. Error of Mean 1.66000 .44708 2.70850
Std. Deviation 15.21412 4.09754 24.82377
Variance 231.46931 16.78987 616.21974
Skewness .707 -.428 .129
Std. Error of Skewness .263 .263 .263
Kurtosis -.970 -.010 -.415
Std. Error of Kurtosis .520 .520 .520
Range 48.00 20.00 111.00
Minimum .00 20.00 -32.00
Maximum 48.00 40.00 79.00
General Linear Model
Between-Subjects Factors
Value Label N
child experience 1.00 refugee 40
2.00 non-refuge
e 44
perceived social 1.00 Low (0-9) 43
support family 2.00 High
(10-15) 41
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Descriptive Statistics
child experience perceived social Mean Std. Deviation N
Total ies refugee Low (0-9) 19.0000 18.62935 20
High (10-15) 12.0500 14.61965 20
Total 15.5250 16.89938 40
non-refugee Low (0-9) 16.7391 14.71615 23
High (10-15) 10.8571 11.99286 21
Total 13.9318 13.65760 44
Total Low (0-9) 17.7907 16.48456 43
High (10-15) 11.4390 13.18342 41
Total 14.6905 15.21412 84
General Self Efficaq refugee Low (0-9) 30.1500 3.99045 20
High (10-15) 32.6500 4.09460 20
Total 31.4000 4.18667 40
non-refugee Low (0-9) 28.6957 3.81903 23
High (10-15) 32.2381 3.38976 21
Total 30.3864 4.00126 44
Total Low (0-9) 29.3721 3.92200 43
High (10-15) 32.4390 3.70843 41
Total 30.8690 4.09754 84
total self-control refugee Low (0-9) 16.5000 24.14757 20
High (10-15) 27.1000 24.54620 20
Total 21.8000 24.62561 40
non-refugee Low (0-9) 2.9565 21.80592 23
High (10-15) 30.1905 20.22033 21
Total 15.9545 24.95573 44
Total Low (0-9) 9.2558 23.65536 43
High (10-15) 28.6829 22.20522 41
Total 18.7381 24.82377 84
Box's Test of Equality of Covariance Matrices a
Box's M 23.083
F 1.194
df1 18
df2 22021.244
Sig. .255
Tests the null hypothesis that the observed covariance 
matrices of the dependent variables are equal across groups.
a. Design: Intercept+CHILDEXP+PSSFA+CHILDEXP * 
PSSFA
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Multivariate Testi?
Effect Value F Hypothesis df Error df Sig.
Partial Eta 
Squared
Intercept Pillai's Trace .988 2097.402= 3.000 78.000 .000 .988
Wilks' Lambda .012 2097.402= 3.000 78.000 .000 .988
Hotelling's Trace 80.669 2097.402= 3.000 78.000 .000 .988
Roy's Largest Root 80.669 2097.402= 3.000 78.000 .000 .988
CHILDEXP Pillai's Trace .028 .743= 3.000 78.000 .530 .028
Wilks' Lambda .972 .743= 3.000 78.000 .530 .028
Hotelling's Trace .029 .743= 3.000 78.000 .530 .028
Roy's Largest Root .029 .743= 3.000 78.000 .530 .028
PSSFA Pillai's Trace .203 6.619= 3.000 78.000 .000 .203
Wilks' Lambda .797 6.619= 3.000 78.000 .000 .203
Hotelling's Trace .255 6.619= 3.000 78.000 .000 .203
Roy's Largest Root .255 6.619= 3.000 78.000 .000 .203
CHILDEXP * PSSFA Pillai's Trace .037 1.002= 3.000 78.000 .396 .037
Wilks' Lambda .963 1.002= 3.000 78.000 .396 .037
Hotelling's Trace .039 1.002= 3.000 78.000 .396 .037
Roy's Largest Root .039 1.002= 3.000 78.000 .396 .037
a. Exact statistic
b. Design: Intercept+CHILDEXP+PSSFA+CHILDEXP * PSSFA
Levene's Test of Equality of Error Variancès
F df1 df2 Siq.
Total ies 4.152 3 80 .009
General Self Efficacy .190 3 80 .903
total self-control .348 3 80 .791
Tests the null hypothesis that the error variance of the dependent variai: 
is equal across groups.
a. Design: Intercept+CHILDEXP+PSSFA+CHILDEXP * PSSFA
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Tests of Between-Subjects Effects
Source Dependent Variable
Type III Sum 
of Squares df Mean Square F Sig.
Partial Eta 
Squared
Corrected Model Total ies 915.996= 3 305.332 1.335 .269 .048
General Self Efficacy 221.780b 3 73.927 5.047 .003 .159
total self-control 9981.243= 3 3327.081 6.466 .001 .195
Intercept Total ies 17998.084 1 17998.084 78.698 .000 .496
General Self Efficacj 80116.462 1 80116.462 5469.731 .000 .986
total self-control 30822.526 1 30822.526 59.900 .000 .428
CHILDEXP Total ies 62.420 1 62.420 .273 .603 .003
General Self Efficacy 18.226 1 18.226 1.244 .268 .015
total self-control 571.778 1 571.778 1.111 .295 .014
PSSFA Total ies 861.655 1 861.655 3.768 .056 .045
General Self Efficacj 191.060 1 191.060 13.044 .001 .140
total self-control 7490.467 1 7490.467 14.557 .000 .154
CHILDEXP * PSSFA Total ies 5.969 1 5.969 .026 .872 .000
General Self Efficacy 5.687 1 5.687 .388 .535 .005
total self-control 1447.893 1 1447.893 2.814 .097 .034
Error Total ies
General Self Efficac) 
total self-control
18295.956
1171.779
41164.995
80
80
80
228.699
14.647
514.562
Total Total ies
General Self Efficacy 
total self-control
37340.000
81437.000
80640.000
84
84
84
Corrected Total Total ies
General Self Efficac) 
total self-control
19211.952
1393.560
51146.238
83
83
83
a. R Squared = .048 (Adjusted R Squared = .012) 
b R Squared = .159 (Adjusted R Squared = .128) 
c. R Squared = .195 (Adjusted R Squared = .165)
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Parameter Estimates
95% Confidence Interval Partial Eta
Dependent Variable Parameter B Std. Error t Sia. Lower Bound Upper Bound Squared
Total ies Intercept 10.857 3.300 3.290 .001 4.290 17.424 .119
[CHILDEXP=1.00] 1.193 4.725 .252 .801 -8.210 10.596 .001
[CHILDEXP=2.00] O3
[PSSFA=1.00] 5.882 4.564 1.289 .201 -3.201 14.965 .020
[PSSFA=2.00] 0a
[CHILDEXP=1.00] * 
[PSSFA=1.00] 
[CHILDEXP=1.00] * 
[PSSFA=2.00] 
[CHILDEXP=2.00] * 
[PSSFA=1.00] 
[CHILDEXP=2.00] * 
[PSSFA=2.00]
1.068
0
oa
0
6.611 .162 .872 -12.088 14.224 .000
General Self Efficacy Intercept 32.238 .835 38.601 .000 30.576 33.900 .949
[CHILDEXP=1.00] .412 1.196 .344 .731 -1.968 2.792 .001
[CHILDEXP=2.00] 0a
[PSSFA=1.00] -3.542 1.155 -3.067 .003 -5.841 -1.244 .105
[PSSFA=2.00] 0a
[CHILDEXP=1.00] * 
[PSSFA=1.00] 
[CHILDEXP=1.00] * 
[PSSFA=2.00] 
[CHILDEXP=2.00] * 
[PSSFA=1.00] 
[CHILDEXP=2.00] * 
[PSSFA=2.00]
1.042
oa
oa
0
1.673 .623 .535 -2.287 4.372 .005
total self-control Intercept 30.190 4.950 6.099 .000 20.340 40.041 .317
[CHILDEXP=1.00] -3.090 7.087 -.436 .664 -17.195 11.014 .002
[CHILDEXP=2.00] 0a
[PSSFA=1.00] -27.234 6.847 -3.978 .000 -40.859 -13.609 .165
[PSSFA=2.00] 0a
[CHILDEXP=1.00] * 
[PSSFA=1.00] 
[CHILDEXP=1.00] * 
[PSSFA=2.00] 
[CHILDEXP=2.00] *
16.634
0
0a
9.916 1.677 .097 -3.100 36.368 .034
[PSSFA=1.00] 
[CHILDEXP=2.00] *
[PSSFA=2.00] °
a - This parameter is set to zero because it is redundant.
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General Estimable Function3
Contrast
Parameter L1 L2 L4 L6
Intercept 1 0 0 0
[CHILDEXP=1.00] 0 1 0 0
[CHILDEXP=2.00] 1 -1 0 0
[PSSFA=1.00] 0 0 1 0
[PSSFA=2.00] 1 0 -1 0
[CHILDEXP=1.00] * 0 0 0 1[PSSFA=1.00]
[CHILDEXP=1.00] * 
[PSSFA=2.00] 0 1 0 -1
[CHILDEXP=2.00] * 
[PSSFA=1.00] 0 0 1 -1
[CHILDEXP=2.00] * 
[PSSFA=2.00] 1 -1 -1 1
a. Design: Intercept+CHILDEXP+PSSFA+CHILDEXP * PSSFA
Transformation Coefficients (M Matrix)
Dependent Variable
Transformed Variable
Total ies
General Self 
Efficacy
total
self-control
Total ies 1 0 0
General Self Efficacy 0 1 0
total self-control 0 0 1
Between-Subjects SSCP Matrix
Total ies
General Self 
Efficacy
total
self-control
Hypothesis Intercept Total ies
General Self Efficacy 
total self-control
17998.084
37972.922
23553.055
37972.922
80116.462
49692.974
23553.055
49692.974
30822.526
CHILDEXP Total ies
General Self Efficacy 
total self-control
62.420
33.729
188.918
33.729
18.226
102.084
188.918
102.084
571.778
PSSFA Total ies
General Self Efficacy 
total self-control
861.655 
-405.744 
-2540.511
-405.744
191.060
1196.299
-2540.511 
1196.299 
7490.467
CHILDEXP * PSSFA Total ies
General Self Efficacy 
total self-control
5.969
5.826
92.965
5.826
5.687
90.739
92.965
90.739
1447.893
Error Total ies
General Self Efficacy 
total self-control
18295.956
-671.762
-5576.789
-671.762
1171.779
3020.943
-5576.789
3020.943
41164.995
Based on Type III Sum of Squares
Multivariate Tests
Dependent Variables Value F Hypothesis df Error df Sig.
Partial Eta 
Squared
Total ies, General Self Pillai's Trace .000 .000 .000
Efficacy, total self-control Wilks’ Lambda 1.000 .000 79.000
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 ,000a 3.000 77.000 1.000 .000
Total ies, General Self Pillai's Trace .000 .000 .000
Efficacy Wilks' Lambda 1.000 .000 79.500
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .000® 2.000 78.000 1.000 .000
Total ies, total self-contro Pillai’s  Trace .000 .000 .000
Wilks' Lambda 1.000 .000 79.500
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .000® 2.000 78.000 1.000 .000
General Self Efficacy, tote Pillai's Trace .000 .000 .000
self-control Wilks' Lambda 1.000 .000 79.500
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .oooa 2.000 78.000 1.000 .000
Total ies Pillai's Trace .000 .000 .000
Wilks' Lambda 1.000 .000 80.000
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .000® 1.000 79.000 1.000 .000
General Self Efficacy Pillai's Trace .000 .000 .000
Wilks' Lambda 1.000 .000 80.000
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .000® 1.000 79.000 1.000 .000
total self-control Pillai's Trace .000 .000 .000
Wilks’ Lambda 1.000 .000 80.000
Hotelling's Trace .000 .000 2.000
Roy's Largest Root .000 .000® 1.000 79.000 1.000 .000
a. Exact statistic
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Residual SSCP Matrix
Total ies
General Self 
Efficacy
total
self-control
Sum-of-Squares Total ies 18295.956 -671.762 -5576.789
and Cross-Products General Self Efficacy -671.762 1171.779 3020.943
total self-control -5576.789 3020.943 41164.995
Covariance Total ies 228.699 -8.397 -69.710
General Self Efficacy -8.397 14.647 37.762
total self-control -69.710 37.762 514.562
Correlation Total ies 1.000 -.145 -.203
General Self Efficacy -.145 1.000 .435
total self-control -.203 .435 1.000
Based on Type III Sum of Squares
Univariate Tests
Dependent Variable Source
Sum of 
Squares df Mean Square F Sig.
Partial Eta 
Squared
Total ies Lack of Fit 
Pure Error
.000
18295.956
0
80 228.699
.000
General Self Efficacy Lack of Fit 
Pure Error
.000
1171.779
0
80 14.647
.000
total self-control Lack of Fit 
Pure Error
.000
11164.995
0
80 514.562
.000
SSCP Matrix
Total ies
General Self 
Efficacy
total
self-control
Lack of Fit Total ies .000 .000 .000
General Self Efficacy .000 .000 .000
total self-control .000 .000 .000
Pure Error Total ies 18295.956 -671.762 -5576.789
General Self Efficacy -671.762 1171.779 3020.943
total self-control -5576.789 3020.943 41164.995
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Appendix F: Notes for contributors.
Psychology and Psychotherapy: Theory, Research
and Practice
Notes for Contributors
Psychology and Psychotherapy: Theory Research and Practice 
(formerly the British Journal of Medical Psychology) is an international 
journal with a focus on the psychological aspects of mental health, 
psychological problems and their psychotherapeutic treatm ents. Its 
aim has been to bring together the psychiatric and psychological 
disciplines and this is reflected in the composition of the Editorial 
Team. Nevertheless we welcome subm issions from mental health 
professionals and researchers from all relevant professional 
backgrounds. The traditional orientation of the Journal has been 
towards psychodynamic and interpersonal approaches, which have 
defined its core identity, but we now additionally welcome subm issions 
of original theoretical and research-based papers of any theoretical 
provenance provided they have a bearing upon vulnerability to, 
adjustm ent to, a ssessm en t of, and recovery (assisted or otherwise) 
from psychological disorders. The Journal thus aims to promote 
theoretical and research developm ents in the fields of subjective 
psychological s ta tes and dispositions, interpersonal attitudes, 
behaviour and relationships and psychological therapies (including 
both process and outcome research) where mental health is 
concerned. Submission of system atic reviews and other research 
reports which support evidence-based practice is also welcomed. 
Clinical or ca se  studies will be considered only if they illustrate 
particularly unusual forms of psychopathology or innovative forms of 
therapy which carry important theoretical implications.
Counselling Psychology: A special section on counselling 
psychology has been created in the journal in recognition of the 
importance of this area within psychology and psychotherapy. This 
section aim s to promote theoretical and research developm ents in the 
field of counselling psychology. Authors who wish to submit their 
papers for consideration in this section should state  this in their 
covering letter.
1. Circulation
The circulation o f  the Journal is worldwide. There is no restriction to British 
authors; papers are invited and encouraged from authors throughout the 
world.
2. Length
Pressure on Journal space is considerable and papers should be as short as is 
consistent with clear presentation o f  the subject matter. Papers should 
normally be no more than 5,000 words, although the Editor retains discretion 
to publish papers beyond this length.
3. Refereeing
The journal operates a policy o f  anonymous peer review. Papers will 
normally be scrutinised and commented on by at least two independent
expert referees (in addition to the Editor) although the Editor may process a 
paper at his or her discretion. The referees will not be made aware o f  the 
identity o f  the author. All information about authorship including personal 
acknowledgements and institutional affiliations should be confined to a 
removable front page (and the text should be free o f  such clues as identifiable 
self-citations (Tn our earlier work...’)).
4. Submission requirements
Four copies o f  the manuscript should be sent to the Editor (Professor Phil 
Richardson, Journals Department, The British Psychological Society, St. 
Andrews House, 48 Princess Road East, Leicester, LEI 7DR, UK). 
Submission o f  a paper implies that it has not been published elsewhere and 
that it is not being considered for publication in another journal. Papers 
should be accompanied by a signed letter indicating that all named authors 
have agreed to the submission. One author should be identified as the 
correspondent and that person’s title, name and address supplied.
Contributions must be typed in double spacing with wide margins and on 
only one side o f  each sheet. All sheets must be numbered.
Tables should be typed in double spacing, each on a separate piece o f  paper 
with a self-explanatory title. Tables should be comprehensible without 
reference to the text. They should be placed at the end o f  the manuscript with 
their approximate locations indicated in the text.
Figures are usually produced direct from authors’ originals and should be 
presented as good black or white images preferably on high contrast glossy  
paper, carefully labelled in initial capital/lower case lettering with symbols in 
a form consistent with text use. Unnecessary background patterns, lines and 
shading should be avoided. Paper clips leave damaging indentations and 
should be avoided. Any necessary instructions should be written on an 
accompanying photocopy. Captions should be listed on a separate sheet.
All articles should be preceded by an Abstract o f  200 words, giving a concise 
statement o f  the intention and results or conclusions o f  the article.
Bibliographic references in the text should quote the author’s name and the 
date o f  publication thus: Smith (1994). Multiple citations should be given 
alphabetically rather than chronologically: (Jones, 1998; King, 1996; Parker, 
1997). If a work has two authors, cite both names in the text throughout: Page 
and White (1995). In the case o f  reference to three or more authors, use all 
names on the first mention and et al. thereafter except in the reference list.
References cited in the text must appear in the list at the end o f  the article. 
The list should be typed in double spacing in the following format: 
Herbert, M. (1993). W orking with children and  the Children A c t (pp. 76- 
106). Leicester: The British Psychological Society,
a) Neeleman, J., & Persaud, R. (1995). Why do psychiatrists neglect religion? 
British Journal o f  M edical Psychology, 68, 169-178.
Particular care should be taken to ensure that references are accurate and 
complete. Give all journal titles in full.
SI units must be used for all measurements, rounded o ff  to practical values if 
appropriate, with the Imperial equivalent in parentheses
In normal circumstances, effect size should be incorporated.
Authors are requested to avoid the use o f  sexist language.
Authors are responsible for acquiring written permission to publish lengthy 
quotations, illustrations etc for which they do not own copyright.
For more information on submission requirements, please refer to the 
online Guide to Preparing Manuscripts for Journal Publication at: 
http://www.bps.org.uk/publications/iAuthorGuide.cfm or conatct the 
BPS Journals Department. For guidelines on editorial style, p lease 
consult APA Publication Manual published by the American 
Psychological Association, Washington DC, USA 
(http://www.aDastvle.oraV
5. E-mail and Web submissions
Manuscripts may be submitted via e-mail and the BPS website 
(bttp.v/w'ww.bps.org.uk/publications/isubmission.cfmV The main text o f  the 
manuscript, including any tables or figures, should be saved as a Word 6.0/95 
compatible file. The file must be sent as a MIME-compatible attachment. E- 
mails should be addressed to ioumals@bps.org.uk with ’Manuscript 
submission’ in the subject line. The main body o f  the e-mail should include 
the following: title o f  journal to which the paper is being submitted; name, 
address and e-mail o f  the corresponding author; and a statement that the 
paper is not currently under consideration elsewhere. Web and e-mail 
submissions will receive an e-mail acknowledgement o f  receipt.
6. Brief reports
These should be limited to 1000 words and may include research studies and 
theoretical, critical or review comments whose essential contribution can be 
made briefly. A summary o f  not more than 50 words should be provided.
7. Ethical considerations
The code o f  conduct o f  The British Psychological Society requires 
psychologists ‘Not to allow their professional responsibilities or standards of 
practice to be diminished by consideration o f  religion, sex, race, age, 
nationality, party politics, social standing, class or other extraneous factors. 
The Society resolves to avoid all links with psychologists and psychological 
organizations and their formal representatives that do not affirm and adhere 
to the principles in the clause o f  its Code o f  Conduct. In cases o f  doubt, 
authors may be asked to sign a document confirming the adherence to these 
principles. Any study published in this journal must pay due respect to the 
well-being and dignity o f  research participants. The British Psychological 
Society’s Ethical Guidelines on Conducting Research with Human 
Participants must be shown to have been scrupulously followed. These 
guidelines are available at http://www.bps.org.uk/about/rules5.cfm
8. Supplementary data
Supplementary data too expensive for publication may be deposited with the 
British Library Document Supply Centre. Such material includes numerical 
data, computer programs, fuller details o f  case studies and experimental 
techniques. The material should be submitted to the Editor together with the 
article, for simultaneous refereeing.
9. Proofs
Proofs are sent to authors for correction o f  print but not for rewriting or the
introduction o f  new material. Fifty complimentary copies o f  each paper are 
supplied to the senior author, but further copies may be ordered on a form 
accompanying the proofs.
10. Copyright
To protect authors and journals against unauthorised reproduction o f  articles, 
The British Psychological Society requires copyright to be assigned to itself 
as publisher, on the express condition that authors may use their own material 
at any time without permission. On acceptance o f  a paper submitted to a 
journal, authors will be requested to sign an appropriate assignment of 
copyright form.
11. Checklist of requirements:
A signed submission letter
Correspondent’s title/name/address
A cover page with title/author(s)/affiliations
Double spacing with wide margins
Tables/figures at the end
Complete reference list in APA format
Four good copies o f  the manuscript (or an e-mail attachment)
